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A MESSAGE  FROM  THE  MINISTER  OF  HEALTH 


Introduction  of  this  quarterly  publication 
— -"Alcoholism  Research" — is  another  encouraging 
sign  that  we  are  moving  steadily  ahead  in  the 
field  of  alcoholism  research. 

We  don't  as  yet  know  all  the  answers  but 
we  do  know  that  constant  and  tireless  research 
and  intelligent  evaluation  of  the  results  of 
research,  will  draw  us  continually  closer  to 
the  goal  we  are  striving  to  reach — complete 
knowledge  concerning  the  disease  of  alcoholism. 
Only  with  this  comprehensive  approach  will  we 
be  able  to  overcome  this  serious  public  health 
problem. 

As  Minister  of  Health  for  Ontario,  I am 
watching  with  intense  interest  the  excellent 
work  ^eing  done  by  the  Alcoholism  Research 
Founda\tion  of  Ontario.  I congratulate  it  on 
its  initiative  which  now  makes  possible  distri- 
bution of  important  research  material  to  our 
medical  and  other  interested  professional 
groups. 

Hon.  Mackinnon  Phillips,  M.D.,  C.M., 
Minister  of  Health,  Ontario. 


February  28,  1953 


IntrodDction  to  ilcoholism  Research 


A MESSAGE  FROM  THE  FOUNDATION’S  CHAIRMAN 

Its  statutory  commitment  “to  conduct  and  promote  a programme  of 
research  in  alcoholism”  is  recognized  by  Alcoholism  Research  Found^^ 
tion  as  entailing  an  obligation  to  make  available  to  those  having  a, 
professional  interest  in  the  pathological  aspects  of  alcoholism  and  iti 
treatment,  the  results  of  research  in  this  field,  whether  done  under  thf 
direction  of  the  Foundation  or  elsewhere. 

In  keeping  with  this  concept  the  Foundation  introduces  “Alcohc 
lism  Research,”  to  be  published  five  times  per  year,  to  provide  in  I 
digest  form  information  as  to  the  available  literature  on  the  subjed 
of  alcoholism  and  the  means  available  for  the  care  and  treatment  d 
alcoholics. 

e 

The  Foundation  hopes  that  this  publication  may  prove  useful  an( « 
invites  those  interested  in  pursuing  further  the  study  of  subjects  men 
tioned  in  Alcoholism  Research  to  consult  the  basic  material  maintained  < 
in  the  library  of  the  Foundation,  and  otherwise  to  avail  themselves  c K 
the  assistance  of  the  members  of  the  staflF  of  the  Foundation.  o 


Arteiur  Kelly,  Q.C., 

Chairman,  Alcoholism  Research 


A MESSAGE  FROM  THE  CHAIRMAN, 
MEDICAL  ADVISORY  BOARD 


I A man  in  the  final  year  in  medicine,  not  long  ago,  commented  on 
ie  fact  that  as  students  they  had  heard  little  of  alcoholism  as  a disease 
ithe  extent  of  the  problem  and  the  measures  which  might  be  under- 
pcen  in  treatment.  That  may  well  be  true  because  teachers  are  not 
|:ely  to  introduce  undergraduate  students  to  fields  in  which  they  tread 
l^th  a good  deal  of  uncertainty  themselves.  There  has  been  through- 
cit  the  world  since  the  war  an  increasing  awareness  in  the  medical 
||ofession  of  the  problems  of  alcoholism.  It  has  been  a field,  however, 
E[iught  with  misunderstanding  and  misconceptions  in  relation  to  the 
nbral  and  social  issues,  and  this  has  in  turn  beclouded  the  professional 
id  scientific  approach  to  the  complex  problems  of  treatment. 

The  Alcoholism  Research  Foundation  (an  organization  set  up  by 
3,  act  of  the  Provincial  Legislature)  is  interested  in  learning  the  extent 
I the  problem  in  our  Ontario  communities  and  in  determining  the 
|st  means  by  which  treatment  may  be  effected.  Wisdom  and  judg- 
pnt  in  this,  as  other  such  complex  fields,  will  only  come  with  experi- 
ice.  The  foundation  has  decided,  however,  that  such  information  as 
i available  from  our  own  and  other  centres  should  be  circulated  to  all 
Ipse  who  may  have  an  interest  in  the  welfare  and  treatment  of 
}oholics. 

It  is  hoped  that  the  bulletin  will  be  a source  of  interest  and  en- 
fUragement  to  a more  accurate  understanding  of  alcoholism  and  its 
inagement. 

J.  A.  MacFarlane,  O.B.E.,  M.B., 
Dean,  Faculty  of  Medicine, 
University  of  Toronto. 


Treatment  Services 


OF  THE 

ALCOHOLISM  RESEARCH  FOUNDATION 

This  is  the  first  of  a series  of  brief  articles  which  will  acquaint  you 
with  our  services  and  methods  of  attacking  the  complex  illness,! 
Alcoholism.  ^ 

The  Foundation  offers  a programme  of  treatment  designed  to  meet 
the  needs  of  the  patient  who  recognizes  his  illness  and  is  willing  to  be 
treated  for  it. 

Three  types  of  service  are  in  operation: 

1.  Emergency  Service — For  the  acutely  ill  patient  special  beds  are  ^ 
available  in  The  Toronto  General  Hospital  and  in  St.  Michael’s  Hospi- 
tal. This  service  is  designed  to  help  the  patient  through  the  immediate , 
period  of  discontinuing  his  drinking,  with  the  object  that  he  wil 
continue  to  receive  care  in  one  of  our  other  services.  This  hospitaliza 
tion  should  last  two  or  three  days. 

2.  In-Patient  Service,  Brookside  Clinic— Designed  for  the  patien 
who  is  no  longer  an  acute  problem.  This  service  provides  for  continu 
ing  physical  rehabilitation.  In  addition  an  attempt  is  made  to  asses 
the  patient’s  psychological  state  and  to  begin  psychiatric  treatmeni 
where  indicated.  Through  group  methods  he  is  helped  to  learn  mor^ 
about  his  illness  and  methods  of  combating  it. 

3.  Out-Patient  Service,  Brookside  Clinic — In  the  out-patient  set 
ting,  diagnostic,  consultative  and  treatment  services  are  offered  to  th 
alcoholic  patient  and  his  family.  Treatment  may  be  a continuation  c 
what  was  started  in  hospital,  or  may  be  confined  entirely  to  the  ou 
patient  setting.  The  treatment  staff  includes  a general  physiciai 
psychiatrists,  social  workers  and  a psychologist. 


'ost  of  Treatment 

Fees  in  the  general  hospitals  are  at  the  prevailing  ward  rate  plus  a 
ipecial  charge  of  $15.00. 

A charge  of  $10.00  per  day  is  made  for  the  Brookside  Clinic  in- 
1 atient  service. 

A charge  will  be  made  in  the  out-patient  clinic  depending  on  the 
atient’s  financial  ability.  In  any  case  payment  may  be  deferred  where 
[here  are  financial  diflSculties. 

Please  do  not  hesitate  to  make  enquiries  about  these  services.  All 
eferrals  for  admission  to  any  of  the  services  should  be  made  to — 

Brookside  Clinic, 


9 Bedford  Road, 

I 

i 

I Toronto  5,  Ontario. 


The  telephone  number  is  MI.  9817. 

Telephone  enquiries  regarding  admission  may  be  made  any  time 
►efore  10.00  p.m. 


Please  address  professional  letters  regarding  these  services  to  the 
/[edical  Director. 


John  D.  Armstrong,  M.D., 
Medical  Director, 


Another  objective  of  treatment,  according  to  Strecker,  is  “to  induce 
positive  and  negative  thinking  reflexes  in  the  patient/’  The  alcoholic 
will  usually  have  been  advised  by  his  family  and  friends  to  erase  from 
his  mind  the  painful  memories  of  the  results  of  his  sprees.  The  therapist 
should  suggest,  rather,  that  he  do  the  opposite,  that  he  should  remem- 
ber them  in  all  their  horrible  details;  not,  however,  with  useless 
remorse,  but  as  experiences  that  need  never  be  repeated.  At  the  same 
time  the  therapist  should  induce  the  patient  frequently  to  review  the 
many  satisfactions  of  his  life  without  alcohol. 

The  most  difficult  hurdle  for  the  patient  is  to  accept  the  idea  that 
he  must  live  henceforth  and  forever  as  an  abstainer.  “Even  very  intelli- 
gent patients  And  it  very  hard  to  relinquish  the  stubborn  belief  that 
they  can  drink  moderately  as  other  men  do.  I do  not  know  why  they 
cannot,  but  I do  know  they  cannot.  Actually,  the  pathological  drinker 
is  never  cured.  He  remains  well  as  long  as  he  does  not  take  alcohol  of 
any  kind  in  any  amount.  The  patient  cannot  be  ordered  simply  to  take 
a nonalcoholic  view  of  his  future  life.  It  is  something  he  himself  incul- 
cates into  his  personality,  and  it  emerges  from  the  maturity-making 
relationship  which  exists  between  patient  and  therapist.” 

In  summarizing  his  description  of  the  highlights  of  psychotherapy  | 
as  he  uses  it,  Strecker  states  that  all  in  all  it  is  a process  of  producing 
emotional  growth,  which  was  denied  in  childhood,  through  establishing  | 
a special  kind  of  relationship  between  the  doctor  and  the  patient.  An 
important  part  of  the  treatment  and  re-education  of  the  patient  is  to  i 
obtain  the  cooperation  of  the  family,  a task  which  is  far  from  easy:  “It 
is  hard  to  convince  an  emotionally  possessive  mother  that  her  plan  of 
watching,  following,  protecting,  bribing  and  punishing  her  alcoholic 
son  is  not  feasible.  Some  wives,  however  good  their  intent,  are  born  to 
be  sniffers.  It  is  discouraging  for  someone  who  is  sincerely  trying  to 
get  well  to  be  sniffed  for  the  odor  of  alcohol  as  soon  as  he  comes  home. 
It  is  somewhat  reminiscent  of  the  mother  who  sniffs  her  baby  to  deter- 
mine whether  he  is  wet  or  dry.”  No  matter  how  diflScult  it  is,  however 
the  therapist  must  secure  a reasonable  degree  of  understanding  ancj 
cooperation  from  the  family. 
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While  regarding  psychotherapy  as  of  chief  importance,  Strecker 
ioes  not  deny  the  importance  of  the  physical  well-being  of  the  patient, 
ble  recommends  supportive  treatment  with  vitamins  and  close  attention 
:o  the  patient’s  diet. 

Reference 

Strecker,  E.  A.  Psychotherapy  in  pathological  drinking.  J.  Amer.  med.  Ass. 
L47:  813-815,  1951. 


BRAIN  SURGERY  FOR  ALUOOOLISM* 

The  most  radical  medical  treatment  that  has  been  proposed  for 
alcoholism  is  an  operation  directly  on  the  patient’s  brain.  In  a 
.ecture  before  the  British  Society  for  the  Study  of  Addiction,  M.  Part- 
ridge (London)  stated:  “There  is  good  reason  to  suppose  that  by 
mrgical  operation  on  the  brain  it  is  possible  to  alter  attitudes  of  mind 
j . . If  such  attitudes  are  associated  with  alcoholism  . . . there  are 
grounds  for  supposing  that  the  latter  would  be  affected  by  surgery, 
bither  for  better  or  for  worse.” 


Brain  surgery  has  been  used  for  some  years  in  the  treatment  of  a 
pumber  of  psychiatric  disorders.  The  purpose  of  such  an  operation 
f prefrontal  leucotomy)  is  to  interrupt  certain  tracts  of  nerve  fibers 
which  stream  from  the  thalamus  at  the  base  of  the  brain  to  the  cortex, 
Jts  most  highly  developed  part. 

j The  general  outcome  of  such  an  operation  is  a shift  in  the  behavior 
[Df  the  patient  from  tension  to  relaxation,  from  activity  to  inertia.  In  the 
bmotional  sphere  the  change  is  evident  in  a tendency  to  worry  less.  In 
[the  intellectual  sphere  the  patient  shows  himself  more  ready  to  be 
l^ontent  with  the  immediate  and  the  simple  rather  than  reach  out  for 
|he  abstract  and  the  complex. 


: The  extent  of  these  changes  depends  on  the  amount  of  the  nerve 
fibres  interrupted  by  the  operation.  If  many  are  cut,  the  patient  may 
become  so  relaxed  that  he  will  not  try  to  do  anything;  he  may  become 
50  unworried  that  he  will  not  be  concerned  over  anything. 


PSVCHOTHEIlilPY  IN  ALCOHOLISM* 


The  literature  on  the  treatment  of  alcoholism  contains  some  con- 
flicting reports  on  the  value  and  importance  of  the  psychological 
approach  to  the  patient.  Opinions  range  from  the  belief  that  deep  or 
prolonged  psychotherapy  is  the  only  effective  way  of  treating  the 
alcoholic  to  the  view  that  short  once-a-month  contacts  with  the  patient 
— ^for  instance,  just  to  check  on  his  taking  of  disulfiram  tablets — consti- 
tute sufficient  psychotherapy.  Among  the  proponents  of  the  former 
views  is  E.  A.  Strecker  (Philadelphia),  a psychiatrist  with  long  experi- 
ence in  the  treatment  of  alcoholism. 

Strecker  holds  that  abnormal  drinking  is  due  chiefly  to  emotional 
immaturity  dated  in  childhood.  To  correct  this  condition,  therefore, 
psychological  and  re-educational  means,  rather  than  pharmacological 
ones,  must  be  used.  For  such  treatment  to  be  effective,  "the  patient 
must  have  some  inner  understanding  of  his  need  for  help  and  some 
desire  to  obtain  it.  Patients  who  come  for  treatment  under  duress,  with 
the  sword  of  some  threat  poised  over  their  heads — are  not  good  candi- 
dates for  therapy.  The  patient  must  be  willing  to  try  to  remain  absti- 
nent during  treatment  but  not  by  promises  or  pledges,  which  are  child- 
ish and  usually  unsuccessful  . . . 

"The  treatment  proceeds  by  hourly  consultation  periods  (at  first 
several,  then  about  one  a week)  for  about  six  months.  The  discussion 
material  is  largely  at  a conscious  level  but  of  course  many  unconscious 
areas  of  psychopathology  are  penetrated.’’  Since  alcoholism  is  a psycho- 
neurosis, the  therapist  encounters,  as  in  other  psycho-neuroses,  a good 
deal  of  rationalizing  by  the  patient.  These  so-called  reasons  for  drink- 
ing usually  sound  convincing.  The  heavy  drinking  may  be  blamed  on 
business  or  job  troubles,  or  on  setbacks  in  the  patient’s  love  life.  In 
advanced  stages  of  alcoholism  the  rationalizations  become  illogical, 
even  absurb,  as,  "My  wife  nags,”  or  "The  children  are  noisy,”  or  "The 
weather  is  bad.”  These  "reasons”  are  never  the  real  causes  of  alcohol- 
ism and  one  effect  of  treatment  is  that  the  patient  comes  to  understand 
and  to  give  up  these  self-deceptions. 


The  controlling  factor,  in  treatment,  is  the  attitude  of  the  therapist: 
“It  should  be  unemotional,  impersonal,  objective;  not  condoning,  but 
still  not  critical  or  judging.  This  is  all  the  more  important  since  this 
attitude  stands  out  in  strong  contrast  to  the  environment  in  which  the 
patient  has  lived  previously — an  environment  in  which  he  was  care- 
fully watched,  praised,  or  blamed,  and  rewarded  or  punished  for  sob- 
riety or  drunkenness  as  much  as  he  was  for  good  or  bad  behavior  when 
he  was  a child.  From  the  very  first  interview  the  therapist  should 
decline  to  deal  with  the  patient  on  anything  but  a mature  basis,  even 
though  the  mature  segment  of  the  patient’s  personality  may  be  very 
fractional.”  Thus,  if  the  patient  says,  “I  suppose  you  won’t  let  me  have 
any  liquor  in  the  house,”  or  suggests  that  it  would  probably  be  best  for 
him  to  stop  serving  drinks  to  his  guests,  or  invites  the  therapist  to  pro- 
hibit visits  to  “the  taproom  where  I like  to  play  darts,”  the  therapist’s 
answer  always  should  be:  “Do  whatever  you  think  best.”  The  disap- 
pointment of  the  patient  at  the  refusal  of  the  therapist  to  be  authorita- 
tive and  make  such  decisions  for  him  will  not  retard  the  treatment. 
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Strecker  points  out  that  it  is  important  for  the  patient  to  understand 
inot  only  why  he  began  to  drink  to  excess,  but  also  why  he  now  wants 
;to  stop.  His  “reasons”  for  wanting  to  stop  may  be  sincere  but  they  are 
usually  fallacious.  The  patient  may  think  he  wants  to  be  cured  so  that 
he  can  bring  some  happiness  into  the  life  of  his  old  mother,  to  whom 
le  has  given  nothing  but  trouble  thus  far,  or  to  wipe  out  the  disgrace 
has  caused  his  wife  and  children.  “Such  reasons  are  consciously 
ivalid,  but  actually  and  unconsciously  they  are  merely  sops  to  his  be- 
^jlittled  and  shamed  ego.”  There  is  only  one  genuine  reason  why  the 
atient  wishes  to  become  sober:  it  is  for  his  own  sake.  It  is  a matter  of 
lurvival,  physical  and  mental,  and  he  must  be  brought  to  understand 
hat  this  is  the  true  reason.  “This  is  not  to  say  that  the  remorse  of  the 
•athological  drinker  is  not  genuine.  It  is  deep,  poignant,  and  often 
excruciatingly  agonizing.  But  the  remorse  serves  no  useful  therapeutic 
purpose.  Indeed,  it  often  cannot  be  tolerated  and  leads  the  patient  to 

iirown  out  his  sorrow  and  annihilate  reality  in  a tidal  wave  of  alcoholic 
iebauch.  It  is  the  objective  of  the  therapist  to  help  the  patient  grow  up 
I emotionally,  and  an  important  facet  of  maturity  is  the  facing  of  reality.” 


RELAPSES* 


IN  checking  on  results  of  the  treatment  of  alcoholism,  many  investi- 
gators use  continuous  abstinence  for  a given  period  of  time  as  the 
measure  of  success,  and  consider  relapses  as  definite  signs  of  failure. 
According  to  some  therapists,  however,  a relapse  is  not  necessarily  a 
sign  of  failure  but  is  even  a desirable  event  in  the  course  of  treatment. 
Thus,  J.  A.  Hobson  (London)  points  out  how  difficult  it  is  to  convince 
an  alcoholic  that  he  will  never  be  able  to  become  a controlled  drinker 
and  that  he  must  remain  a total  abstainer  the  rest  of  his  life.  The 
patient  cannot  bring  himself  to  believe  this  truth  absolutely  until  he 
has  relapsed  at  least  once.  Frequently,  after  he  has  been  abstinent  for 
6 months  or  more,  is  feeling  well  and  has  no  desire  for  alcohol,  he 
becomes  confident  that  he  can  take  one  drink  without  upsetting  his 
sober  behavior.  He  experiments,  and  the  end  results  are  always  the 
same:  the  alcoholic  who  tries  to  drink  sooner  or  later  gets  drunk. 
Those  of  Hobsons  patients  who  have  been  abstinent  longest  had  all 
experimented  in  this  way,  they  had  all  relapsed,  and  had  been  treated 
with  apomorphine  a second  time.  Through  relapse  they  learned  their 
lesson  and  gave  up  the  desire  to  repeat  the  experiment. 

Although  E.  A.  Strecker  (Philadelphia)  does  not  consider  a relapse 
as  a necessary  part  of  successful  treatment,  he  nevertheless  has  found 
it  useful  if  it  occurs:  “The  conditions  and  circumstances  of  a relapse, 
analyzed  by  the  patient  and  the  physician  together,  are  very  significant 
in  the  process  of  therapy.”  In  his  series  of  patients  who  were  finally 
rehabilitated  each  patient  relapsed,  on  the  average,  about  three  times. 

R.  C.  Larimer  (Montreal)  has  discussed  the  meaning  of  relapses  in 
patients  treated  with  disulfiram  (tetraethylthiuram  disulfide,  “Anta- 
buse”). According  to  his  views,  alcoholism  is  not  a disease  but  a symp- 
tom common  to  a variety  of  emotional  distmbances.  The  outcome  of 
treatment  and  the  meaning  of  a relapse  are  therefore  related  to  the 
underlying  condition  which  produced  the  symptom  of  alcoholism. 
Thus,  there  are  some  patients  whose  alcoholism  cannot  be  modified 
without  treating  the  underlying  condition.  If  the  attempt  is  made  to 
treat  patients  of  this  type  with  disulfiram  they  will  very  likely  relapse, 
and  in  these  cases  the  relapse  means  a failure  in  treatment.  Examples  j 
of  such  patients  are  those  with  a psychopathic  personality  or  with  a 
character  neurosis,  who  certainly  cannot  be  induced  to  keep  on  taking 
the  disulfiram  tablets  for  very  long. 


Another  type  in  whom  relapse  must  be  expected  are  alcoholics  with 
schizophrenia.  These  patients  will  not  long  endure  life  without  drink- 
ing because  they  cannot  cope  with  reality  unless  they  see  it  through  an 
alcoholic  haze.  There  are,  also,  the  depressed  patients,  for  whom  the 
painful  experience  of  the  disulfiram-alcohol  reaction  is  actually  satisfy- 
ing. They  will  drink  in  spite  of  taking  disulfiram,  accepting  the  risk 
and  the  punishment  of  the  reaction.  Manic  patients,  on  the  other  hand, 
will  simply  ignore  the  reactions.  In  all  these,  relapses  show  the  failure 
of  the  particular  type  of  treatment. 

But  by  far  the  largest  number  of  patients  who  stop  taking  the 
disulfiram  tablets,  and  then  necessarily  relapse,  are  those  who,  because 
of  their  neurotic  problems,  find  it  difficult  to  relate  emotionally  to 
others.  They  relapse,  of  course,  only  after  having  stopped  taking  the 
tablets,  and  for  this  preliminary  to  relapsing  they  may  have  one  of  two 
groups  of  excuses.  The  first  has  to  do  with  the  anxiety  which  every 
alcoholic  feels  when  faced  with  sobriety.  This  anxiety,  according  to 
Larimer,  causes  these  patients  to  experience  severe  side  eflEects  from 
'taking  disulfiram,  such  as  constipation,  diarrhea,  abdominal  cramps, 
headache,  impotence,  and  others.  They  quietly  stop  taking  the  disulfi- 
ram, the  unpleasant  and  insufferable  symptoms  disappear,  and  usually 
iwithin  a month  they  are  drinking  again.  The  second  type  of  excuse 
has  to  do  with  overconfidence.  After  2 to  4 months  of  taking  disulfiram 
; — and  staying  sober— the  patient  comes  to  feel  that  he  is  cured  of 
alcoholism.  A period  of  2 to  4 months,  however,  is  not  long  enough  to 
iestablish  a pattern  of  abstinence;  usually  within  a month  after  they 
i^top  taking  the  medication  these  patients  begin  to  drink  again. 

I Larimer  has  observed  that  most  patients  who  relapse  do  not  resume 
taking  disulfiram  by  themselves.  Energetic  follow-up  is  necessary  to 
I bring  them  back  to  treatment. 
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The  psychic  life  of  the  operated  patient  tends  to  be  reduced  to  a 
simpler  level.  The  total  behavior  is  marked  by  a tendency  to  avoid  dis- 
comfort. There  is  less  awareness  of  the  self,  less  self-criticism,  less 
self-control.  The  greatest  effect.  Partridge  has  observed,  is  likely  to  be 
seen  in  those  patients  who  had  shown  the  most  restlessness,  with  end- 
less worrying  and  agitation  over  many  fears  and  anxieties  which  have 
no  basis  in  fact.  The  change  in  the  patient  after  brain  surgery,  from  dis- 
tressing agitation  to  a comfortable  inertia,  from  over-sensitive  to  under- 
sensitive, seemed  to  Partridge  to  be  akin  to  the  change  which  occurs  in 
an  addict  when,  after  being  deprived  of  his  drug,  he  is  again  supplied 
with  it.  He  reasoned,  therefore,  that  in  an  alcoholic  whose  addiction 
seemed  to  represent  some  sort  of  attempt  to  gain  peace  of  mind  in 
place  of  the  sort  of  agitating  symptoms  outlined  above,  it  might  be 
possible  to  fulfill  his  needs  with  surgery. 

One  of  the  illustrative  cases  cited  by  Partridge  is  that  of  a 72-year- 
old  man  in  his  third  attack  of  a depression  which  had  lasted  for  several 
years.  He  had  been  drinking  to  excess  for  40  years  and  more  recently 
became  drunk  almost  every  night.  His  depression,  however,  had  a 
beneficial  eflfect  on  his  drinking,  for  he  cared  so  little  about  anything 
that  he  even  neglected  to  drink.  When  his  depression  became  so  severe 
that  there  was  serious  risk  of  suicide,  it  was  decided  to  try  prefrontal  j 
leucotomy.  After  the  operation  the  patient  lost  his  agitation  and  his  | 
suicidal  ideas  and  achieved  a mental  state  very  close  to  recovery.  But 
as  soon  as  he  was  released  from  the  hospital  he  started  to  drink  again. 
In  the  absence  of  self-criticism  or  restraint  upon  himself,  his  drinking 
was  much  heavier  than  ever  before.  j; 

Another  illustrative  case  is  that  of  a 37-year-old  man  who  suffered  j 
from  extreme  tension  and  depression  which  he  could  relieve  only  by  | 
drinking  to  excess.  After  repeated  hospitalizations  and  many  attempts 
at  treatment,  all  unsuccessful,  brain  surgery  was  tried.  At  first  the  effect 
was  dramatic.  The  patient  lost  his  tension  and  depression,  became  i 
cheerful  and  on  good  terms  with  the  world.  About  3 months  later, 
however,  his  tensions  began  to  return  and  they  grew  steadily.  He  again 
resorted  to  drinking  for  relief.  On  the  whole,  however,  his  symptoms! 
were  less  crippling  than  before  the  operation  and  he  was  able  to  work] 


more  steadily.  As  long  as  he  could  avoid  situations  which  provoked 
tension,  he  had  no  need  to  drink  at  all. 

Partridge  points  out  the  prefrontal  leucotomy  is  "an  irreversible  pro- 
cedure which  leads  to  personality  changes  that  are  often  of  an  undesir- 
able kind  . . . This  operation  should  never  be  undertaken  save  as  a last 
resort  . . . The  post-operative  personality  is  ...  a modification  of  tlie 
pre-operative  one  ...  As  addiction  almost  invariably  occurs  ...  in 
patients  with  unsatisfactory  personalities,  the  employment  of  prefrontal 
leucotomy  as  a treatment,  always  a last  resort,  must  never  be  under- 
taken without  the  most  careful  consideration.” 

The  physician  who  may  consider  recommending  brain  surgery  for 
the  treatment  of  an  alcoholic  must  ask  himself:  Is  the  patient  carrying 
a load?  Is  this  load  removable  by  any  means  other  than  leucotomy? 
Is  the  alcoholism  of  the  patient  related  to  his  load  in  such  a way  that 
removal  of  the  latter  may  influence  the  addiction  for  the  better?  "The 
more  that  the  addiction  seems  symptomatic  of  mental  illness  or  inward 
stress,  the  better  are  the  chances  of  improvement  by  operation;  but 
even  so,  so  often  do  addicts  have  unsatisfactory  personalities,  the  occur- 
rence of  really  good  post-operative  results  must  surely  be  rare  in  com- 
parison with  those  in  other  syndromes.” 

From  his  experience  Partridge  draws  the  tentative  conclusion  that 
. the  place  of  prefrontal  leucotomy  in  the  treatment  of  addiction  is 
extremely  small.  This  appears  to  agree  with  the  results  of  experience 
in  the  United  States  with  brain  surgery  in  alcoholism  as  reported  by  B. 
Talbot,  E.  C.  Beilis  and  M,  Greenblatt  (Boston).  These  investigators 
found  that  5 of  167  nonalcoholics  became  alcoholics  after  brain  surgeiy^ 
for  mental  illness;  and  of  12  alcoholics  who  had  brain  surgery,  3 
: became  abstainers,  4 drank  more  than  before,  and  5 did  not  change 
their  drinking  pattern. 
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ALCOHOLISM  AAD  CANCEH* 


The  idea  that  excessive  drinking  makes  a person  susceptible  to 
cancer  of  the  digestive  tract,  particularly  of  the  gullet  and  the 
stomach,  has  been  expressed  in  the  past  by  many  writers.  Thus  P.  Dur- 
and (France)  called  alcohol  the  "cradle  of  cancer.”  Some  even  thought 
that  cancer  of  the  esophagus  or  stomach  could  be  regarded  as  proof  of 
excessive  use  of  alcohol.  H.  W.  Haggard  and  E.  M.  Jellinek  (New 
Haven,  Conn.)  have  discussed  this  question  and  exposed  the  fallacy 
of  such  ideas. 

Most  of  the  evidence  for  these  beliefs  was  based  on  statistical 
studies  of  death  rates:  The  records  showed  that  individuals  in  two 
main  occupational  groups  died  of  cancer  more  often  than  other  people. 
The  two  groups  were  (a)  a class  of  people  much  exposed  to  substances 
known  to  cause  cancer,  and  ( & ) a class  of  people  who,  according  to  the 
official  mortality  statistics,  show  a high  rate  of  "death  from  alcoholism,” 
such  as  waiters,  innkeepers,  brewers,  dock  laborers,  porters  and  cab 
drivers.  The  fact  that  death  from  cancer  of  the  esophagus  and  the 
stomach  among  men  in  these  classes  was  40  to  100  per  cent  above  the 
average  of  all  occupations  was  thought  by  some  to  prove  that  alcohol 
causes  cancer.  Haggard  and  Jellinek,  however,  pointed  out  that  this 
belief  is  based  not  on  the  actual  examination  of  alcoholics  who  had 
cancer,  but  on  an  association  of  death  rates — deaths  from  cancer  and 
deaths  from  "chronic  alcoholism.”  They  referred  to  the  thousands  of 
records,  in  minute  detail,  of  autopsies  made  on  chronic  alcoholics  who 
died  from  every  kind  of  disease.  This  direct  evidence  shows,  they 
concluded,  that  "cancer  of  the  esophagus  and  stomach,  and  cancer  in 
general,  does  not  occur  more  frequently  among  chronic  alcoholics  than 
among  the  general  population.” 

A recent  study  by  M.  Diamond  (Camarillo,  Calif.)  contributes 
some  new  information  which  may  have  a bearing  on  this  problem. 
Between  August,  1946,  and  January,  1951,  5,980  patients  at  the  Cama- 
rillo State  Hospital  were  given  a proctological  examination.  Of  these 


mental  hospital  patients,  348  (6.8  per  cent)  were  found  to  have  adeno- 
mas. It  was  noticed  that  a group  of  patients  who,  for  inmates  of  a 
mental  hospital,  were  particularly  cooperative  and  well-behaved,  dis- 
played this  condition  rather  frequently.  This  group  turned  out  to  con- 
sist of  patients  who  had  been  admitted  for  alcoholism.  Of  the  820 
alcoholics  examined  in  this  period,  138  (16.8  per  cent)  had  rectal  or 
sigmoid  adenomas,  while  only  210  (4.10  per  cent)  of  the  5,160  non- 
alcoholic patients  had  them.  Thus,  adenomas  were  found  in  about  4 
times  as  many  alcoholics  as  non-alcoholics  in  the  examined  state  hospi- 
tal population. 

The  cause  of  this  higher  incidence  of  adenomas  is  not  known,  but 
Diamond  suggests  some  theoretical  considerations.  He  believes  that 
alcoholics  may  often  have  a gastritis  with  a resulting  deficiency  of  the 
“intrinsic  factor”  of  Castle.  The  intestinal  tract,  including  the  colon, 
possibly  attempts  to  compensate  for  this  deficiency.  In  the  colon  this 
attempt  could  cause  increases  of  tissue  elements  at  one  or  more  points, 
and  such  a point  might  develop  into  an  adenoma. 

Since  adenomas,  though  not  themselves  malignant,  are  thought  to 
be  fore-runners  of  cancerous  tumors,  and  since  early  diagnosis  can 
result  in  prevention  of  cancer.  Diamond  suggests  that  all  alcoholics 
I should  be  routinely  examined  by  sigmoidoscope  and  X-ray. 
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To  Our  Readers: 


The  response  to  the  first  issue  of  “Alcoholism 
Research”  has  been  most  gratifying  to  the  Directors 
of  the  Alcoholism  Research  Foundation. 

It  is  the  aim  of  our  organization  to  provide, 
through  the  medium  of  this  booklet,  a series  of 
reports  covering  research  in  the  field  of  alcoholism, 
as  well  as  to  inform  professional  and  lay  personnel 
of  trends  in  this  highly  significant  field. 

The  comments  of  our  readers  are  invited.  They 
will  assist  the  Foundation  in  its  objective  of  meeting 
a demonstrated  need  for  this  information.  Please 
address  your  letters  to  Alcoholism  Research  Foun- 
dation, 9 Bedford  Road,  Toronto  5,  Ontario. 

H.  David  AncinBALD,  M.S.W., 
Executive  Director. 
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Treatment  Services 


These  are  the  treatment  services  we  offer: 

(1)  Treatment  of  the  acutely  ill  alcoholic  in  one  of  the 
general  hospitals  in  Toronto. 

(2)  In-patient  care  in  our  own  Brookside  Clinic  for  the 
alcoholic  patient  who  is  not  acutely  ill  but  who  needs 
to  learn  more  about  himself  and  his  illness  before  being 
rehabilitated  to  the  community. 

(3)  Out-patient  treatment  at  Brookside  Clinic  for  the  person 
who  is  functioning  effectively  in  the  community  but  who 
needs  help  with  a drinking  problem. 

Please  address  all  enquiries  or  referrals  to  the  Medical 
Director,  Brookside  Clinic,  9 Bedford  Road,  Toronto  5,  Ontario, 
or  telephone  MI.  9817. 

In  an  emergency,  enquiries  may  be  made  by  telephone  any 
time  until  10.00  p.m. 


What  is  the  charge  for  the  treatment  service? 

Brookside  Out-patient  Clinic  — A scale  of  fees  has  been 
established  in  accordance  with  patients’  financial  means. 
Brookside  in-patient  service  — $10  per  day,  plus  cost  of 
medications. 

General  hospital  in-patient  service  — charged  at  the  prevail- 
ing general  hospital  rates  (approximately  $6  per  day),  plus 
(a)  cost  of  medications,  and  (b)  a flat  rate  of  $15  per  patient 
to  cover  the  cost  of  special  medical  care. 

What  is  the  Foundation’s  poSicy  concerning 
payment  of  fees? 

We  believe  that  payment  for  treatment  by  the  patient  is  an 
important  part  of  rehabilitation.  Escape  from  responsibility 
has  been  recognized  as  a symptom  of  this  illness.  It  is 
realized,  however,  that  some  patients  earn  less  than  others, 
and  therefore  a patient  is  allowed  to  pay  his  fee  over  a period 
of  time. 
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The  Patients  We  Treat 

John  D.  Armstrong,  M.D., 

Medical  Director,  Brookside  Clinic. 

WE  are  interested  in  all  alcoholic  patients.  We  are  interested 
in  helping  them;  we  are  interested  in  helping  their  families. 
We  have  set  up  a number  of  services  through  which  we  offer 
this  help.  Our  service  at  the  present  time,  however,  is  designed 
primarily  for  the  individual  who  recognizes  that  he  is  having  a 
problem  with  alcohol  and  wishes  some  assistance  for  it  It  is 
unfortunately  true  that  many  people  whose  lives  have  been 
damaged  by  the  use  of  alcohol  do  not  recognize  this  themselves. 
It  is  very  difificult  for  their  friends,  families  and  employers  to 
persuade  these  people  to  get  help.  It  is  equally  difificult  for  them 
to  stand  by  while  this  disease  process  continues  in  someone  they 
value.  It  is  one  of  the  aims  of  the  educational  side  of  The 
Alcoholism  Research  Foundation  to  aid  both  families  and  pa- 
tients in  understanding  how  this  disease  develops,  and  so  to 
recognize  its  symptoms  very  early. 

It  is  also  a function  of  the  treatment  service  to  interpret  how 
this  disease  operates  to  the  families,  friends  and  employers  of 
patients.  It  is  necessary  sometimes  to  interpret  the  disease  to 
the  patient  who  comes  to  us  against  his  will  through  pressure 
from  family,  friends,  employer  or  even  the  courts.  Frequently 
we  can  help  this  patient  to  appreciate  the  part  that  alcohol  is 
playing  in  his  life  and  the  degree  to  which  he  has  been  disabled 
i through  its  use. 

We  will  not  force  a patient  to  submit  to  treament,  either  in 
our  hospital  service  or  in  the  out-patient  department.  The 
I decision  must  be  up  to  him,  even  though  that  decision  may  be 
[j  influenced  by  outside  social  situations,  such  as  loss  of  job,  sepa- 
i\  ration  from  family  or  even  on  occasion,  the  threat  of  a jail 
i|  sentence. 

There  is  no  value  in  sending  a patient  to  us  under  false 
K,  pretences,  telling  him  that  he  is  to  be  treated  for  his  upset  stom- 
al ach  or  his  bad  nerves.  He  must  come  to  us  looking  for  treatment 
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of  his  alcohol  problem.  Similarly  our  service  is  not  equipped  to 
deal  with  the  individual  who  has  become  mentally  deranged 
because  of  his  drinking  and  who  needs  long  term  hospitalization. 

We  are,  however,  pleased  to  advise  as  to  how  to  deal  with  the 
uncontrolled  drinker  who  has  not  reached  a point  where  he  is 
willing  to  accept  help  voluntarily. 


Treatment  of  icnte  Alcoholism 

A.  M.  Park,  M.D.,  F.R.C.P.  (Can.) 

Consulting  Physician 

The  general  physician  need  not  be  told  of  the  problem  he 
* encounters  when  called  to  attend  an  alcoholic  patient.  Indeed, 
many  practitioners  are  quite  unwilling  to  accept  such  calls 
because  of  previous  disappointing,  exasperating  times  with  such 
patients.  Nonetheless,  recent  experience  has  shown  that  much 
can  be  done  for  alcoholics  by  certain  general  measures  which 
can  be  taken  in  the  home,  and  with  the  establishment  of  special 
treatment  centres,  further  help  can  be  afforded  many  of  these 
individuals. 

It  is  recognized  that,  often  enough,  the  physician  will  be 
called  in  by  relatives  or  friends  of  the  patient.  The  patient  him- 
self may  resent  the  intrusion  of  the  doctor  and  may  even  want 
no  part  of  his  ministrations.  Where  the  patient  is  entirely  unwill- 
ing to  cooperate,  the  physician  can  expect  to  accomplish  little, 
and  it  is  often  necessary  to  simply  inform  the  relatives  that  such 
is  the  case.  It  may  be  necessary  to  allow  the  patient  to  carry  on 
with  his  drinking  until  such  a time  as  physical  or  financial 
pressures  begin  to  exert  their  effects.  Unless  he  is  totally  isolated 
from  the  outside  world,  he  will  always  be  able  to  obtain  alcohol 
if  he  really  wishes  it.  Even  in  such  a gloomy  situation,  however, 
the  interested  physician  can  exert  considerable  influence  in 
directing  the  patient’s  motivation  by  dispassionate  reasoning, 
by  a practical  attitude  towards  the  situation,  and  without  preach- 
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ing,  helping  the  patient's  thinking.  He  may  be  able  to  enlist  the 
assistance  of  Alcoholics  Anonymous,  whose  missionary  work  is 
often  invaluable  in  this  type  of  problem.  This  approach  may  be 
successful  in  helping  the  patient  see  his  need  for  assistance. 
When  this  need  is  realized,  much  more  can  be  accomplished. 

Little,  if  any,  help  can  be  given  such  a patient  by  the 
administration  of  a sedative,  since  this  will  more  often  than  not 
merely  enhance  the  degree  of  intoxication  and  will  make  the 
patient  just  that  much  more  diflBcult  to  handle. 

Once  the  patient  signifies  his  willingness  to  cooperate,  or 
actively  asks  for  help,  much  can  be  done  to  hasten  his  recovery 
from  the  physical  effects  of  his  drinking.  With  physical  suffering 
minimized,  the  patient  soon  loses  his  craving  for  drink,  and  the 
cycle  can  be  broken. 

Where  special  treatment  centres  are  available,  the  adequately 
motivated  alcoholic  patient  can  be  admitted  for  a short  period 
of  hospitalization.  During  this  period,  alcohol  can  be  withdrawn 
immediately  and  completely.  The  patient  is  taken  from  the 
environment  which  often  enough  is  responsible  for  his  drinking, 
and  the  family  and  friends  are  relieved  of  the  responsibility  of 
his  care.  In  hospital,  he  can  be  given  appropriate  treatment: 
in  our  hands,  intravenous  glucose,  insulin  and  vitamin  therapy, 
with  controlled  sedation  if  necessary.  The  appetite,  sleep  rhythm 
and  sense  of  well-being  can  be  returned  rapidly  to  normal  by 
this  means,  and  the  dreaded  D.T.’s,  the  shakes  and  other  compli- 
cations averted.  Within  a 72  hour  period  in  hospital,  the  patienf  s 
recovery  is  usually  rapid  and  the  vicious  cycle  of  drinking  is 
broken  completely. 

While  in  hospital,  a start  can  be  made  in  directing  the 
patient’s  motivation  towards  permanent  sobriety  by  giving  him 
an  understanding  of  the  conditions  and  preparing  him  for  follow- 
up care  through  A.A.,  convalescent  hospital  and  out-patient’s 
clinic  facilities  where  they  exist. 

Many  patients  are  anxious  to  cooperate,  but  for  various 
reasons  are  unable  to  come  to  hospital  even  for  a few  days. 
Under  these  circumstances,  and  where  one  has  available  reliable 
relatives  or  attendants  and  sedation  can  be  adequately  controlled, 
convalescence  can  be  undertaken  in  the  patient’s  home. 
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Here,  the  patient  should  be  kept  as  quiet  as  possible,  in  the 
part  of  the  house  that  is  remote  from  disturbance.  Visitors 
should  be  generally  prohibited,  especially  well  meaning  relatives 
and  friends  who  are  likely  to  ‘"preach”  at  him.  His  prime  need 
is  for  an  adequate  diet  and  restful  sleep.  Fluids  should  be  given 
ad  lib,  especially  fruit  juices  of  all  sorts.  All  possible  induce- 
ments to  eat  should  be  used,  and  the  food  should  be  attractively 
and  well  served.  An  injectable  multiple  vitamin  preparation  may 
be  given  parenterally  for  a few  days.  As  most  patients  will  be 
tense  and  tremulous,  some  method  of  quietening  them  is  usually 
necessary.  The  question  of  administration  of  sedative  is  a very 
tenuous  one  and  is  most  often  abused  both  by  patient  and 
physician.  Barbiturates  or  similar  preparations  are  dangerous 
at  any  time  to  an  alcoholic.  If  they  are  not  under  the  control  of 
the  patient,  if  they  can  be  limited  to  a bed-time  sedative  and  if 
they  are  given  in  a dosage  which  will  make  the  patient  sleep, 
such  drugs  as  nembutal,  seconal  or  chloral  hydrate  can  be  given. 
The  dose  used  by  us  is  at  least  twice  that  required  for  a normal 
subject.  This  can  be  repeated  once  if  really  necessary,  but  not 
oftener.  It  should  not  be  given  during  the  day.  Instead,  a non- 
intoxicating substance  such  as  Tolserol  in  tablet  form,  in  doses 
of  .05  to  1.0  grain  every  four  hours,  is  to  be  preferred.  This  drug 
is  often  a help  in  quieting  the  “shakes”  and  certainly  has  a 
psychologically  reassuring  value.  The  patient  is  satisfied  that 
he  is  getting  “something”.  Headache  and  gastro-intestinal  distress 
are  common  in  this  stage  and  they  should  be  treated  symptoma- 
tically with  mild  analgesics  and  antacid  preparations.  Such 
conseiwative  measures  will  often  tide  the  patient  over  his  stormy 
“hangover”  quite  effectively  and  in  relative  comfort. 

Patients  who  are  suffering  from  liver  disease,  from  neurolo- 
gical complications  or  psychiatric  conditions,  especially  hallu- 
cinosis and  delirium  tremens  are  much  better  treated  in  hospital, 
and  every  effort  should  be  made  to  effect  this. 

The  convalescent  period  is  an  ideal  time  to  try  to  interest 
the  patient  in  a long  term  plan  for  sobriety,  and  at  this  time  as 
at  no  other,  the  patient  can  appreciate  such  a need.  He  must 
be  made  to  realize  that  there  is  not  the  slightest  likelihood  that 
he  will  ever  be  able  to  drink  normally  again  and  that  there 
should  never  be  a situation  arise  where  a drink  is  necessary. 
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There  may  be  a deeply  rooted  personality  problem  which 
requires  study  and  treatment  in  addition  to  the  personal  prob- 
lems which  have  resulted  from  his  drinking.  The  physician,  by 
careful  direction  and  supervision,  can  help  the  patient  towards 
a smoother,  more  resilient  way  of  life,  and  thereby  aid  consider- 
ably in  the  rehabilitation  of  the  patient  to  his  work  and  responsi- 
bilities. The  facilities  of  the  Alcoholism  Research  Foundation 
are  available  to  any  patient  for  this  purpose.  The  fellowship  of 
Alcoholics  Anonymous  are  anxious  to  help  anyone  who  can  be 
interested  in  their  program  and  so  often  are  able  to  accomplish 
dramatically  what  medicine  and  science  are  unable  to  do. 


The  following  articles  are  prepared  for  special  clients  by  the 
editorial  department  of  the  Quarterly  Journal  of  Studies  on  Alcohol, 
Laboratory  of  Applied  Physiology,  Yale  University.  Quotation  is  not 
permitted  without  written  authorization  of  the  copyright  owners. 
Copyright  by  Journal  of  Studies  on  Alcohol,  Inc.,  New  Haven,  Conn. 


The  Treatflient  of  AlGobolism  with  Hormones* 

The  use  of  adrenal  steroids  and  ACTH  (the  adreno-cortico- 
tropic  hormone ) in  the  treatment  of  alcoholism  was  described 
in  1949  by  J.  W.  Tintera  and  H.  W.  Lovell  and  by  J.  J.  Smith  in 
preliminary  reports.  It  was  the  theory  of  these  physicians  that 
the  cause  of  alcoholism  lies  in  a disorder  of  the  endocrine  glands, 
particularly  of  the  adrenal  cortex.  They  therefore  gave  adrenal 
cortex  extracts  and  ACTH  to  their  patients,  mostly  by  injection. 
The  hormonal  substances  appeared  to  produce  promptly  a good 
effect  on  the  alcoholic  patients,  and  the  treatment  was  hailed  by 
some  as  a new  cure  for  alcoholism.  Others  — for  example,  L.  E. 
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Wexberg  — thought  that  the  giving  of  hormones  only  corrected 
a defect  which  may  have  been  caused  by  excessive  drinking  but 
did  not  do  anything  to  the  alcoholism,  the  uncontrollable  need 
or  desire  to  get  drunk. 

Workers  at  the  Shadel  Sanitarium  (Seattle,  Wash.)  have 
carried  out  a controlled  study  of  the  treatment  of  confirmed 
alcoholics  with  hormones.  They  followed  39  patients  for  12  to 
18  months.  Adrenal  therapy  was  the  only  treatment  given  to 
20,  but  19  received  other  forms  of  treatment  as  well. 

The  course  of  adrenal  medication  is  described  by  W.  L. 
Voegtlin  as  follows:  The  patient  received  either  25  mg.  of 
Cortone  by  injection  four  times  daily,  or  1 cc.  of  Lipo-Adrenal 
Extract  by  mouth  daily,  for  28  days.  This  was  followed  by  a 
rest  period  of  7 days  without  any  medication  and  the  rest  period 
was  followed  by  injections  of  ACTH  for  3 days.  Another  rest 
period  of  7 days  then  completed  the  cycle  of  medication.  The 
administration  of  adrenal  steroids  was  then  resumed  for  another 
28  days,  repeating  the  cycle  of  steroid  medication,  rest,  ACTH, 
rest. 

When  treatment  was  first  started  the  patient  was  kept  in  the 
hospital  for  5 days.  If  no  adverse  reactions  to  the  drugs  were 
observed,  medication  was  continued  on  an  out-patient  basis. 
Laboratory  control  studies  were  carried  out  in  all  cases  before 
treatment  was  started  and  were  repeated  every  2 weeks.  The 
treatment  was  continued  for  1 to  8 months,  and  lasted  on  the 
average  a little  longer  than  3 months. 

In  order  to  determine  whether  the  injected  hormonal  sub- 
stances actually  had  an  effect  on  the  activity  of  the  adrenal  glands 
of  his  alcoholic  patients,  Voegtlin  carried  out  repeated  eosinophil 
counts  before  treatment  as  well  as  after  the  injections  of  ACTH. 
It  has  been  assumed  that  changes  in  the  number  of  eosinophils 
among  the  white  blood  cells  after  an  injection  of  ACTH  could 
be  used  as  an  index  of  adrenal  function  (the  Thorn  test).  Almost 
half  of  the  alcoholics  showed  a normal  response  to  this  test  after 
a standard  dose  of  ACTH.  About  35  per  cent  showed  an  exag- 
gerated effect  and  about  20  per  cent  responded  below  normal 
levels.  Only  a few  patients,  however,  showed  a strongly  abnor- 
mal response  in  either  direction. 
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Voegtlin  notes  that  “these  data  fail  to  bear  out  the  findings  of 
others  that  a high  percentage  of  alcoholic  patients  give  inade- 
quate responses  to  the  Thorn  or  epinephrine  test.”  He  suggests 
that  the  abnormal  findings  reported  in  other  groups  of  alcoholics 
might  be  due  to  the  fact  that  the  others  were  tested  before  they 
were  fully  recovered  from  their  last  spree.  This  implies  that 
adrenal  disorder  in  alcoholics  is  due  to  the  effects  of  excessive 
alcohol  intake,  as  suggested  by  Wexberg,  and  is  not  a basic 
condition  which  underlies  the  alcoholism.  When  the  Thorn  test 
was  repeated  in  Voegtlin’s  patients  after  periods  of  treatment 
with  hormones,  no  changes  were  found  which  would  indicate 
that  those  who  had  at  first  shown  an  abnormal  response  were 
returning  to  normal. 

The  effect  of  the  hormone  medication  on  the  patients  was 
varied.  Most  of  them  felt  better.  Some  thought  that  the  treat- 
ment made  them  more  efficient  and  ambitious,  but  others  felt 
more  relaxed  and  dreamy. 

Five  of  the  patients  developed  mental  symptoms  during  the 
treatment.  One  developed  mania  and  suicidal  tendencies  after 
the  third  dose  of  Lipo-Adrenal  Extract.  Another  became  quite 
depressed  and  would  burst  into  tears  at  the  slightest  provocation. 
Two  patients  were  severely  deranged  and  one  of  them  finally 
had  to  be  committed  to  a psychiatric  institution.  Both  of  these 
had  had  episodes  of  mental  illness  previously.  The  fifth  patient 
disappeared  mysteriously  and,  on  returning  after  several  months, 
refused  to  discuss  his  flight.  This  patient  has  remained  abstinent 
and  also  free  from  barbiturate  addiction  which  had  been  a severe 
problem  formerly. 

The  over-all  results  of  hormone  treatment,  judged  on  the  basis 
of  abstinence,  were  considered  disappointing:  Only  18  per  cent 
of  the  patients  observed  between  12  and  18  months  after  medica- 
tion was  begun  were  abstinent  (48  per  cent  of  those  observed 
less  than  a year  were  abstinent).  Another  18  per  cent  were 
definitely  improved  (16  per  cent  of  those  observed  less  than  a 
year  were  definitely  improved).  Six  patients  were  not  benefited 
to  any  apparent  degree. 
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“Evaluation  of  varying  degrees  of  improvement  in  the  remain- 
der of  the  group  was  exceedingly  dilBcult  since  each  case  pre- 
sented individual  facets  often  in  conflict  with  each  other  as 
indicators  of  progress.  For  instance,  one  patient  got  drunk  less 
frequently  but  each  spree  was  longer  and  more  devastating  than 
before  treatment  was  begun.  Another  continued  to  drink  about 
the  same  amount  while  receiving  adrenal  therapy  but  felt  im- 
proved subjectively  and  made  an  improved  adjustment  to  his 
work  and  family  life.  It  was  found  necessary,  finally,  to  decide 
arbitrarily  whether  a consideration  of  all  factors  seemed  to  sug- 
gest that  a patient  had  gotten  along  better  while  under  therapy 
than  previously.  In  all  cases,  however,  the  amount  of  drinking 
was  the  main  factor  in  evaluation.  . . . According  to  such  an 
analysis  of  results,  about  18  per  cent  of  the  entire  series  were 
thought  to  be  definitely  improved  while  progress  was  question- 
able in  25  per  cent.” 

Voegtlin  notes  also  that  “No  patient  who  relapsed  was  able  to 
drink  in  a normal  manner,  even  following  prolonged  treatment. 
In  every  case  the  attempt  to  drink  eventually  resulted  in  a 
definite  spree  or  re-hospitalization  for  sobering  up.” 

In  the  experience  of  the  Shadel  group,  adrenal  steroids  and 
ACTH  had  a dramatic  effect  in  relieving  the  acute  sequels  of  a 
spree.  The  patient’s  feeling  of  a craving  for  liquor  promptly 
disappeared  for  the  time  being  and  evidence  of  poisoning  often 
subsided  within  24  hours.  Delirium  tremens  was  controlled  or 
prevented.  But,  Voegtlin  points  out,  “the  apparent  specificity 
of  these  preparations  for  the  acute  effects  of  alcohol  intoxication 
is  not  evident  in  respect  to  the  chronic  disorder  of  alcoholism.” 
He  suggests,  therefore,  that  the  two  conditions — the  acute  effects 
of  excessive  drinking  and  the  underlying  disorder  which  leads  to 
the  excessive  drinking  — are  fundamentally  different. 

“In  this  connection,”  he  states,  “it  is  noteworthy  that  our 
laboratory  studies  have  failed  to  reveal  consistent  evidence  of 
characteristic  alteration  of  adrenal  function  in  alcoholic  patients. 
Also,  the  failure  of  our  relapsers  to  enjoy  normal  drinking 
certainly  should  be  considered  as  strong  evidence  that  the  adrenal 
drugs,  as  administered  during  this  study,  have  not  corrected  a 
hypothetical  abnormality  which  is  the  cause  of  addictive  drink- 
ing. As  a result  of  these  considerations,  our  group  is  loath  to 


[10] 


accept  the  postulate  that  alcoholism  is  caused  by  malfunction  of 
the  pituitary-adrenal  axis.  We  do  suspect,  however,  that  such  an 
abnormality  may  be  a temporary  result  of  excessive  drinking.” 
The  fact  that  many  patients  start  drinking  again  in  spite  of 
definite  feelings  of  well-being,  following  all  types  of  medication, 
is  held  to  indicate  that  “merely  correcting  the  physical  defi- 
ciencies in  alcoholism  does  not  eradicate  the  desire  or  tendency 
to  drink  for  other  reasons.” 

In  summary,  Voegtlin  states:  “While  the  subjective  improve- 
ment noted  in  our  patients  undeniably  serves  a worthwhile 
purpose  in  the  treatment  of  alcoholism,  we  are  inclined  to  believe 
that  the  usefulness  of  adrenal  therapy  will  be  limited  to  its 
application  for  this  purpose  and  will  serve  merely  as  an  adjunct 
to  other  types  of  therapy.” 
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Unintended  Exposnre  to  dlcohol  of 
Patients  Treated  with  Disnlfiram* 

The  treatment  of  alcoholism  with  disulfiram  ( tetraethylthiuram 
disulfide;  “Antabuse”)  is  based  on  the  fact  that  a peculiar 
reaction  occurs  in  a person  who  drinks  an  alcoholic  beverage 
within  a certain  time  after  he  has  taken  disulfiram.  This  reaction 
is  always  highly  disagreeable  and  can  be  very  dangerous.  Early 
in  the  treatment  the  patient  is  usually  given  a drink  of  a small 


[11] 


amount  of  alcohol,  under  careful  supervision  and  with  emergency 
aids  available.  The  patient  is  thus  deliberately  subjected  to  the 
disulfiram-alcohol  reaction  in  order  to  impress  upon  him  how 
dangerous  it  would  be  to  try  to  drink  while  he  is  taking  the 
prescribed  disulfiram  tablets.  The  patient  is  warned  that  drinking 
any  small  amount  of  alcohol  may  result  in  a similar  or  even 
stronger  reaction.  The  fear  of  this  reaction  will,  it  is  expected, 
keep  him  from  drinking.  In  spite  of  this,  some  patients  risk 
drinking  while  taking  disulfiram  and  severe  reactions,  with 
collapse  and  even  death,  have  been  reported  in  such  cases 
(E.  Jacobsen;  H.  Solms). 

Recently,  reactions  and  other  side  effects  have  been  reported 
in  patients  who  were  hospitalized  and  of  whom  it  was  known 
with  certainty  that  they  had  not  drunk  any  alcoholic  beverage. 
F.  Mercurio  ( Coatesville,  Pa.)  has  reported  on  two  patients  in 
a Veterans  Administration  Hospital  who  were  started  at  the  same 
time  on  a course  of  disulfiram  treatment.  They  received  0.5  gram 
of  the  drug  daily  for  2 weeks.  They  were  then  each  given  a 
1-ounce  drink  of  100  proof  whisky.  The  anticipated  reaction 
occurred  in  both  patients.  After  the  test  the  daily  dose  of 
disulfiram  was  reduced  to  0.25  gram. 

"‘On  the  second  day  of  reduced  dosage,  each  patient  applied 
an  after-shave  lotion,  containing  approximately  50  per  cent  alco- 
hol, to  the  face  after  shaving.  Within  5 minutes,  both  patients 
experienced  warmth  and  flushing  of  the  face,  with  areas  of 
blotching,  waves  of  nausea,  and  the  typical  apprehension  of  a 
mild  tetraethylthiuram  disulfide-alcohol  reaction.  Although  the 
reaction  was  not  severe,  it  was  more  dramatic  than  the  controlled 
alcohol  test  because  it  was  totally  unexpected  and  in  each  of  the 
instances  served  to  reinforce  the  experience  of  the  incompatibility 
of  the  drug  and  alcohol.’’ 

Tests  were  undertaken  to  discover  whether  alcohol  from  the 
after-shave  lotion  had  been  absorbed  through  the  skin  or  inhaled. 
After  alcohol  was  freely  rubbed  into  the  skin,  the  patients  experi- 
enced only  a very  mild,  passing  sensation  of  warmth.  But  when 
they  inhaled  it  from  their  hands  they  felt  a definite  sensation  of 
warmth  of  the  face.  They  also  began  to  perspire  freely  and  their 
eyes  became  bloodshot.  The  reaction  lasted  about  10  minutes 
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and  both  patients  agreed  that  the  smell  of  alcohol  caused  theiji 
to  feel  it  more  strongly.  "It  would  appear,  therefore/’  Mercurio 
writes,  "that  the  mechanism  of  this  mdd  reaction  is  due  primarily 
to  absorption  of  alcohol  vapor  rather  than  to  any  appreciable 
absorption  through  the  skin.” 

D.  Fiske  (Los  Angeles)  has  reported  the  case  of  a 47-year-old 
woman  who  entered  a hospital  to  receive  treatment  for  alco- 
holism. A physical  examination  disclosed  nothing  of  significance 
and  it  was  decided  to  start  the  patient  with  0.5  gram  of  disulfiram 
daily  beginning  a week  after  admission.  The  alcohol  reaction 
test  was  to  be  made  10  days  later.  Not  long  after  treatment  was 
started,  the  patient  was  observed  to  be  giddy,  drowsy  and  rest- 
less, changing  in  degree  from  day  to  day.  The  nurses’  notes 
recorded  the  progression  of  these  symptoms  until  finally,  9 days 
after  disulfiram  medication  had  been  started,  the  physician  found 
the  patient  in  a semi-stuporous  condition.  The  nurses  reported 
that  she  had  been  unruly  and  difficult  to  manage. 

It  was  possible  to  rouse  the  patient  sufficiently  to  cooperate 
for  a medical  examination.  She  was  clear  as  to  the  time  and 
place.  The  physical  examination  revealed  nothing  abnormal 
except  a staggering  gait  such  as  is  often  observed  in  an  "active” 
alcoholic.  Since  no  physical  cause  of  the  patient’s  condition  was 
found,  a careful  review  of  her  entire  hospital  record  was  made. 
This  led  to  the  discovery  that  she  had  been  given  a cough 
medicine  every  day  since  she  entered  the  hospital.  Since  some 
elixirs  contain  enough  alcohol  so  that  a dose  could  start  a 
disulfiram-alcohol  reaction  in  some  people,  it  was  suspected  that 
this  was  the  cause  of  the  patient’s  difficulties.  The  discontinuance 
of  the  cough  syrup  resulted  in  complete  disappearance  of  the 
symptoms. 

In  the  light  of  this  experience,  Fiske  suggests  that  some  of  the 
"psychotic  reactions”  which  have  been  reported  as  caused  by 
prolonged  medication  with  disulfiram  may  rather  be  due  "to  the 
concomitant  repeated  intake  of  small  amounts  of  ‘masked’  or 
‘unknown’  alcohol  in  the  form  of  ‘ordinary’  simple  medicines.” 
He  surmises,  too,  that  absorption  or  inhalation  of  alcohol  during 
the  use  of  preparations  and  lotions  containing  alcohol  might  have 
this  effect. 


[13] 


Experiments  conducted  by  D.  Lester  and  L.  A.  Greenberg 
(Yale  University)  at  the  Blue  Hills  Clinic  in  Hartford,  Conn.,  do 
not  agree  with  the  suggestion  that  alcohol  inhaled  from  the  use 
of  after-shave  lotions  could  cause  a disulfiram-alcohol  reaction. 
These  investigators  exposed  four  volunteers,  who  had  been 
receiving  disulfiram  for  periods  of  4 to  8 months,  to  various 
controlled  concentrations  of  alcohol  in  the  air  for  periods  up  to 
2 hours.  From  the  results  of  these  tests  it  can  be  calculated  that 
a concentration  of  alcohol  in  the  blood  needed  to  produce  a 
reaction  with  disulfiram  cannot  be  achieved  through  the  inhala- 
tion of  after-shave  lotion.  Whether  the  smell  of  alcohol  from  an 
after-shave  lotion  may  have  suggestive  qualities  for  an  alcoholic 
patient  who  has  recently  experienced  a disulfiram-alcohol  reac- 
tion was  not  determined  in  these  experiments. 
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2nd  International  Conference  on  Alcohol  and  Road  Trafiic 

The  2nd  International  Conference  on  Alcohol  and  Road 
Trafiic  will  be  held  at  the  University  of  Toronto  from  September 
9th  to  12th  inclusive.  Under  sponsorship  by  the  Government  of 
Ontario  and  the  University  of  Toronto,  the  Conference  will  bring 
together  experts  on  this  vital  subject,  from  all  parts  of  the 
world.  An  opportunity  will  thus  be  given  to  learn  all  that  is 
being  done  to  cope  with  this  problem  by  chemical  tests,  legisla- 
tion, education  and  enforcement. 

The  speakers  at  the  Conference  will  include  the  following: 
G.  H.  W.  Lucas,  Ph.D.,  Professor,  Dept,  of  Pharmacology,  Uni- 
versity of  Toronto;  J.  K.  W.  Ferguson,  M.D.,  Professor  and  Head, 
Dept,  of  Pharmacology,  University  of  Toronto;  Leon  A.  Green- 
berg, Ph.D.,  Professor,  Laboratory  of  Applied  Physiology,  Yale 
University;  Leonard  Goldberg,  Ph.D.,  Professor,  Pharmacological 
Dept.,  Karolinska  Institute,  Stockholm,  Sweden;  N.  H.  Dearborn, 
M.D.,  President,  National  Safety  Council  of  the  U.S.A. 

If  you  are  interested  in  attending  this  Conference,  or  if  you 
wish  additional  information,  please  communicate  with  the 
General  Secretary  at  9 Bedford  Rd.,  Toronto. 


Research  — The  Use  of  Antabuse 

A research  grant,  in  the  amount  of  $3,300.00,  has  recently 
been  made  to  Professor  J.  K.  W.  Ferguson,  Head  of  the  Depart- 
ment of  Pharmacology,  University  of  Toronto,  to  conduct  a study 
entitled  "Blood  Levels  of  Disulfiram  and  its  End  Products.” 
Dr.  Ferguson  has  pointed  out  that  there  is  evidence  that  disul- 
firam (antabuse)  disappears  rapidly  from  human  blood  and 
hence  that  some  product,  possibly  carbon  disulfide,  is  the  agent 
responsible  for  the  altered  reaction  to  alcohol.  It  is  possible  that 
another  simple  and  less  odorous  drug  may  be  found  to  replace 
disulfiram. 
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Kingston  Alcoholism  Research  Board 

A grant  of  $3,400  was  recently  made  by  the  Alcoholism 
Research  Foundation  to  assist  in  the  development  of  a service 
for  alcoholics  in  the  Kingston  area.  An  information  centre  has 
been  opened.  This  is  the  first  step  in  the  development  of  an 
alcoholism  clinical  service  in  this  area.  The  plan  of  the  Alco- 
holism Research  Foundation  is  to  develop  branch  services  in 
various  centres  throughout  Ontario. 


Brookside  Monograph  Series 

A new  book  entitled  ‘'Chronic  Alcoholism  and  Alcohol  Addic- 
tion— A Survey  of  Current  Literature’"  has  recently  been  pub- 
lished by  the  Alcoholism  Research  Foundation. 

This  book  contains  a review  of  scientific  literature  in  this 
field,  and  as  such,  will  be  a valuable  addition  to  personal  or 
public  libraries. 

From  time  to  time  the  Foundation  plans  to  publish  in  book 
form  reports  on  research  projects  which,  in  the  opinion  of  the 
Research  Committee,  merit  publication.  The  reports  are  desig- 
nated as  a series  — “Brookside  Research  Monographs.”  The 
initiation  of  this  series  is  in  keeping  with  the  Foundation’s 
function  of  making  available  to  interested  individuals,  among 
the  professional  people  in  Ontario,  reports  on  research  work  in 
the  field  of  alcoholism. 

The  book  sells  for  $1.50.  Copies  are  available  at  the  Alco- 
holism Research  Foundation’s  headquarters,  9 Bedford  Road, 
Toronto,  Ontario. 
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TO  OUR  READERS 


Your  response  to  our  publication  “Alcoholism  Re- 
search” has  been  most  gratifying  to  the  Directors  and 
Staff  of  the  Alcoholism  Research  Foundation.  The 
many  letters  that  we  have  received  requesting  addi- 
tional information  about  the  problem  of  alcoholism  in 
this  province  is  tangible  evidence  of  the  desire  on 
your  part  to  deal  constructively  with  this  age  old  prob- 
lem of  public  health. 

So  that  we  may  continue  to  provide  the  informa- 
tion you  need,  your  comments  are,  and  will  continue 
to  be  of  great  value.  Please  address  your  letters  to 
Alcoholism  Research  Foundation,  9 Bedford  Road, 
Toronto  5,  Ontario. 


H.  Davu)  Archibald 
Executive  Director. 
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Alcoholism  Research  Foundation 
Questions  and  Answers 

What  is  the  Alcoholism  Research  Foundation? 

The  Foundation  is  an  independent  agency  created  by  the 

Ontario  Government  to  develop  and  maintain  a broad  pro- 
gram of  treatment,  research  and  education  directed  toward 

reduction  of  the  problem  of  alcoholism. 

What  are  the  treatment  services  of  the  Foundation? 

These  are  the  treatment  services  we  offer: 

(1)  Treatment  of  the  acutely  ill  alcoholic  in  one  of  the 
general  hospitals  in  Toronto. 

(2)  In-patient  care  in  our  own  Brookside  Clinic  for  the 
alcoholic  patient  who  is  not  acutely  ill  but  who  needs  to 
learn  more  about  himself  and  his  illness  before  being 
rehabilitated  to  the  community. 

(3)  Out-patient  treatment  at  Brookside  Clinic  for  the  person 
who  is  functioning  effectively  in  the  community  but  who 
needs  help  with  a drinking  problem. 

What  does  the  Foundation  do  in  the  field  of  research? 

• Each  year  a percentage  of  the  total  budget  of  the  Founda- 
tion is  earmarked  for  research. 

• In  addition  to  the  continuing  research  within  the  treat- 
ment services  of  the  Foundation,  grants  are  made  to 
finance  specific  projects  in  universities  and  hospitals  of 
Ontario. 

What  about  Education? 

The  immediate  objectives  of  the  education  program  are  three- 
fold: 

• to  help  alcoholics  recognize  their  illness  in  progressively 
earlier  stages. 

• to  teach  professional  people  as  much  as  possible  about 
the  illness  and  the  ways  in  which  the  alcoholics  can  be 
treated. 

• to  teach  youth  and  adults  in  Ontario  communities  facts 
about  the  problem. 
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The  long-term  objective  is  the  prevention  of  alcoholism. 
In  the  development  of  an  education  program  these  media 
are  being  used: 

• literature 

• radio 

• the  press 

• educational  and  medical  journals 

• public  and  school  libraries 

• information  centres 

• special  lectures  for  medical  and  other  university  students 

• postgraduate  training  for  physicians  and  social  workers. 


Some  Questions  Answered  - 

Who  may  use  the  services  of  the  Foundation? 

Any  resident  of  Ontario  who  has  a problem  with  alcohol. 
All  that  is  necessary  is  a desire  for  help. 

Are  femaie  alcoholics  admitted  for  treatment? 

Yes,  both  men  and  women  may  take  advantage  of  the  services 
offered  by  the  Foundation. 

Is  Brookside  in-patient  service  recognized  by  Blue  Cross? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  protected  by 
their  insurance. 

What  is  the  Foundation’s  policy  concerning  fees  for  treatment? 

We  believe  that  payment  for  treatment  by  the  patient  is  an 
important  part  of  rehabilitation.  Escape  from  responsibility 
has  been  recognized  as  a symptom  of  this  illness.  It  is 
realized,  however,  that  some  patients  earn  less  than  others, 
and  therefore  a patient  is  allowed  to  pay  his  fee  over  a 
period  of  time. 

What  is  the  charge  for  the  treatment  service? 

Out-patient  Clinic  — A scale  of  fees  in  accordance  with 
patient’s  financial  means. 

In-patient  service  — $10  per  day,  plus  cost  of  medications. 
General  hospital  in-patient  service  — charged  at  the  prevail- 
ing general  hospital  rates  (approximately  $6  per  day,  plus  (a) 
cost  of  medications,  and  (b)  a flat  rate  of  $15  per  patient  to 
cover  the  cost  of  special  medical  care.) 
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Abuse  of  Sedative  Drugs 
in  the  Treatment  of  Alcoholism 

A.  M.  Park,  m.d.,  f.r.c.p.  (can.). 

Consulting  Physician,  Brookside  Clinic 

Recent  experience  in  the  treatment  of  alcoholic  patients  has 
indicated  a disturbing  increase  in  the  use  of  sedative  drugs 
among  these  individuals.  These  drugs  have  frequently  been 
responsible  for  the  precipitation  of  an  alcoholic  bout,  have  con- 
tributed greatly  to  the  intoxication  of  the  patient,  and  have  added 
to  the  difBculties  of  treatment  in  the  withdrawal,  or  hangover 
stage.  Much  of  this  increase  has  resulted  from  uncritical  pre- 
scription or  administration  of  such  drugs  by  physicians. 

It  is  common  knowledge  among  alcoholics  that  it  is  only 
necessary  to  visit  the  nearest  physician  with  a story  of  nervous- 
ness or  overindulgence  in  order  to  obtain  a prescription  for 
barbiturates  or  other  sedative  drugs.  It  is  also  possible  to  find 
an  unethical  pharmacist  who  will  sell  such  drugs  without  pre- 
scription. In  addition,  certain  substances  with  a mildly  sedative 
action  can  be  purchased  over  the  drugstore  counter  without 
prescription.  Such  drugs  as  Sedicin,  Sedormid,  Persomnia,  etc., 
are  widely  and  attractively  advertised  as  sleep  producers,  but 
are  relatively  ineffective.  In  massive  doses,  however,  they  are 
capable  of  a stupefying  effect  on  the  user. 

The  sedative  drugs,  as  a group,  simulate  the  effect  of  alcohol 
closely.  When  given  to  an  alcoholic  patient  in  a period  of 
abstinence  for  such  complaints  as  ‘‘insomnia’^  ‘nervousness”,  etc., 
the  resulting  “lift”  frequently  acts  as  the  precipitating  cause  of 
an  outburst  of  drinking.  They  can  initiate  the  desire  for  ease, 
escape  and  oblivion  in  an  alcoholic  subject  much  as  a drink 
would  do,  and  additionally,  can  interfere  with  the  patient’s 
motivation  to  stay  sober.  This  is  the  edge  of  the  wedge,  and 
the  patient  frequently  enters  a prolonged  drinking  bout,  or  may 
continue  to  use  the  sedative  as  the  intoxicant.  This  itself  may 
assume  the  proportions  of  a true  alcoholic  bender. 
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Sedatives  given  to  drinking  patients  usually  act  simply  to 
potentiate  the  eflEects  of  alcohol  unless  given  in  truly  sleep- 
producing  doses.  The  patient  who  has  been  using  sedatives  and 
alcohol  together  during  a bender  is  always  more  diflBcult  to 
rehabilitate,  since  his  response  to  usual  therapies  is  much  less 
satisfactory  than  when  alcohol  alone  is  the  intoxicating  agent. 
He  is  much  more  likely  to  be  a severe  problem  in  management, 
whether  at  home  or  in  hospital. 

It  is  always  to  be  remembered  that  the  alcoholic,  when  sober, 
has  a greatly  increased  tolerance  for  such  drugs.  When  drinking, 
this  tolerance  is  even  further  increased.  Moderate  doses  of 
sedative,  while  drinking,  can  only  serve,  then,  to  potentiate  and 
perpetuate  the  degree  of  intoxication. 

Furthermore,  any  quantity  of  sedative  put  in  the  hands  of  an 
alcoholic  will  be  used  as  he  sees  the  need  for  it,  and  not  as 
directed  by  the  physician.  The  patient  is  not  in  a position,  then, 
to  use  the  sedative  rationally. 

Finally,  it  is  an  easy  matter  for  an  alcoholic  to  change  his 
allegiance  from  alcohol  to  sedatives,  and  addiction  to  these  drugs 
is  much  more  difficult  to  cure  than  alcoholism  alone. 

In  summary,  the  use  of  sedative  drugs  in  the  treatment  of 
alcoholic  patients  whether  drinking  or  sober,  should  be  a care- 
fully considered  action.  The  physician  should  recognize  clearly 
the  dangers  of  such  treatment.  By  and  large,  sedatives  should 
only  be  prescribed  for  alcoholics  when  the  conditions  of  their 
administration  can  be  carefully  controlled.  If  used  at  all,  they 
should  be  given  in  amounts  sufficient  to  produce  sleep  and  not  in 
amounts  which  will  only  serve  to  perpetuate  the  intoxication  of 
the  patient. 
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Antabuse 

Is  a Reaction  a Necessity  in  Treatment? 

John  D.  Armstrong,  m.d.. 

Medical  Director,  Brookside  Clinic 

IN  the  literature  on  the  use  of  Antabuse  it  is  generally  indi- 
cated by  the  authors  that  a trial  antabuse/alcohol  reaction  is 
included  as  part  of  the  routine  of  antabuse  therapy.  This  takes 
place  three  or  four  days  after  the  patient  has  started  on  the  drug. 
Many  reasons  have  been  put  forward  for  doing  this.  It  is  sug- 
gested that  such  a procedure  is  the  only  convincing  way  of 
helping  the  patient  to  appreciate  the  nature  of  the  treatment  he 
is  undergoing;  it  is  said  to  inspire  sufficient  fear  of  a further 
reaction  in  him  that  it  ensures  his  not  drinking  elsewhere.  Pre- 
sumably, also,  the  test  is  a potent  weapon  on  the  psychological 
side  because  of  the  fear  instilled,  the  possible  aversion  to  alcohol 
created,  and  the  effects  of  suggestion  resulting  from  the  impres- 
sive ritual  involved. 

In  this  organization  antabuse  has  been  used  with  varying 
results  since  early  in  1951,  with  a large  variety  of  alcoholic 
patients.  We  are  not  yet  prepared  to  evaluate  this  treatment  in 
detail,  but  feel  certain  that  it  has  a definite  but  limited  use  with 
the  patients  who  come  to  us.  At  the  outset  it  was  not  feasible  to 
carry  out  the  alcohol/antabuse  reaction  test  because  of  insuffi- 
cient staff  and  mechanical  equipment.  It  was  felt  that  a thorough 
indoctrination  of  the  patient  into  the  action  of  the  drug  would 
be  suflBcient.  The  patient's  understanding  is  assured  in  part 
by  having  him  sign  an  outright  release  to  the  clinic  of  any 
responsibility  if  the  drug  is  not  used  as  directed.  The  patient  is 
given  a card  to  carry  warning  about  the  dangers  to  be  expected. 
He  is  given  only  a sufficient  supply  of  the  drug  to  last  for  short 
periods  in  the  initial  stages  of  the  treatment  so  that  we  may 
check  on  his  progress  at  frequent  intervals. 

While  this  procedure  was  adopted  originally  on  grounds  of 
expediency,  it  has  become  our  general  impression  that  the  test 
is  not  essential  to  the  effective  use  of  antabuse  therapy.  It 
would  seem  that  the  great  majority  of  patients  are  able  to 
appreciate  the  nature  of  the  antabuse/alcohol  reaction  through 
the  patient-doctor  interview  and  their  previous  knowledge. 
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Naturally  a great  deal  of  their  acceptance  of  this  understanding 
depends  on  the  degree  to  which  they  have  confidence  in  the 
physician  who  is  looking  after  them.  Since  such  confidence  is 
an  essential  in  the  over-all  successful  treatment  of  alcoholism, 
and  antabuse  therapy  is  only  a small  part  of  treatment,  it  would 
seem,  where  this  confidence  cannot  be  established,  that  antabuse 
is  not  indicated  in  any  case. 

One  can  suggest,  therefore,  that  experiencing  a test  reaction 
serves  little  purpose  in  those  persons  who  cannot  accept  a verbal, 
sincere  description  of  the  reaction.  Such  patients,  having  had  a 
reaction  once,  are  just  as  likely  to  be  sceptical  about  the  recur- 
rence of  such  reaction  on  subsequent  occasions  of  drinking.  Dr. 
Holmes,  of  our  staff,  points  out  that  suggestion  undoubtedly 
plays  a large  part  in  the  extent  to  which  a reaction  occurs.  On 
various  occasions  all  patients  tested  at  a given  time  will  have  a 
severe  reaction;  at  other  times  all  will  have  a mild  reaction.  This 
has  apparently  no  relation  to  the  dose  of  either  antabuse  or 
alcohol  used.  There  seems  to  be  some  suggestion  resulting  from 
observing  the  effects  in  other  patients  in  die  group. 

It  seems  unreasonable  to  subject  a patient  to  a physical  ex- 
perience that  could  be  catastrophic  in  its  results  simply  to  prove 
that  the  doctor  was  right  in  what  he  said  about  the  reaction.  In 
fact,  the  routine  use  of  the  test,  I am  sure,  discourages  some 
patients  from  taking  the  drug  and,  in  other  cases,  accounts  for 
"toxic”  symptoms  developing  before  there  has  been  an  oppor- 
tunity for  a blood  level  to  be  raised. 

It  would  seem  then  that  with  a careful  selection  of  cases  the 
use  of  an  alcohol/antabuse  reaction  is  not  necessary.  Very  com- 
monly, in  dealing  with  the  antabuse  candidates  our  policy  is  to 
discuss  the  drug  on  the  occasion  of  one  visit,  and  to  administer 
it  on  the  next  visit,  having  given  the  patient  ample  opportunity 
to  consider  the  pros  and  cons  of  its  use.  He  is  also  given  a 
question  and  answer  outline  describing  how  the  drug  works. 
I can  see  no  particular  reason  why  a test  reaction  is  necessary 
when  the  patient  has  had  a careful,  simply  explained,  clear 
picture  of  the  treatment  process  given  to  him  by  his  physician. 
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Alex  G.  Brown  Memorial  Clinic 

A.  R.  Virgin,  director  of  rehabilitation, 
Ontario  Department  of  Reform  Institutions 


ON  THE  17th  of  September,  1951,  Major  the  Honourable 
John  W.  Foote,  V.C.,  Minister  of  the  Department  of  Reform 
Institutions,  presided  at  the  opening  ceremony  which  marked  a 
major  advance  in  the  field  of  penology  in  Ontario.  This  was  the 
establishment  of  the  Alex  G.  Brown  Memorial  Clinic  for  the 
treatment  of  alcoholic  prisoners  at  The  Ontario  Reformatory, 
Mimico. 

The  Reformatory  at  Mimico  receives  short-term  prisoners 
over  21  years  of  age  who  have  previous  records.  A considerable 
number  of  these  serve  short-terms  for  Breach  of  the  Liquor 
Control  Act.  Many  appear  to  be  alcoholics  who  have  been  in 
jail  and  reformatory  again  and  again,  only  to  go  on  a bender 
once  more  when  released.  At  the  beginning  of  their  drinking 
careers,  these  chaps  tried  to  laugh  it  off,  but  as  they  got  older, 
they  no  doubt  worried  over  inability  to  hold  a job  and  the 
serious  disruption  which  developed  in  their  homes.  In  time,  they 
wound  up  in  '"skid  row”,  pitifully  apathetic  to  a situation  over 
which  they  found  they  had  no  control,  and  with  their  basic 
problem  unsolved. 

Enquiry  revealed  the  fact  that  there  was  no  scheme  within 
a reform  institution  set  up  anywhere  on  the  Continent  upon 
which  to  draw  for  guidance  and  advice.  It  would,  therefore, 
have  to  be  an  entirely  new  venture.  True,  there  was  much  infor- 
mation available  on  methods  of  treatment  of  alcoholics  and  it 
seemed  wise  to  make  use  of  this.  A great  amount  of  data  had 
been  gathered  by  the  School  of  Alcohol  Studies  at  Yale  Univer- 
sity, and  it  was  here  that  the  Minister  and  officials  of  the  Ontario 
Department  went  for  help  with  their  problem.  The  Department 
sent  three  of  its  psychologists  and  three  rehabilitation  workers  to 
the  Summer  School  of  Alcohol  Studies  in  preparation  for  the 
implementation  of  its  own  treatment  plan  within  the  Department. 

It  seemed  that  the  logical  place  for  a Clinic  should  be  at 
Mimico  Reformatory,  because  of  the  large  number  of  alcoholics 
annually  sent  to  the  Institution.  The  scheme  would  have  a better 
chance  of  success  if  prisoners  selected  could  be  moved  from  the 
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prison  atmosphere  to  a separate  unit  in  which  they  could  be 
given  an  intensive  course  of  therapy  and  from  which  they  could 
be  discharged  at  the  end  of  their  sentences. 

Fortunately,  a suitable  building  was  available  on  the  property 
some  distance  from  the  main  institution.  This  has  been  com- 
pletely revamped  into  an  attractive  self-contained,  small  hospital, 
with  dormitory  accommodation  for  30  patients.  There  is  nothing 
to  remind  the  men  of  a prison.  The  single  beds  have  com- 
fortable mattresses,  attractive  counterpanes,  bedside  tables  and 
bed  lamps.  There  is  a well-equipped  dining-room  with  modern 
plastic  top  tables,  each  of  which  accommodates  4 patients.  There 
is  a commodious  library,  a well-equipped  common  room  and  a 
small  chapel  in  which  there  is  an  altar,  and  to  which  men  so 
inclined,  may  go  for  meditation. 

It  was  recognized  that  all  persons  whose  main  problem  is 
due  to  alcohol,  would  not  be  suitable  subjects  for  treatment. 
Mental  defect,  for  example,  would  seriously  preclude  the  prob- 
ability of  success.  The  extent  to  which  the  patient  admits  that 
alcohol  is  a problem  he  cannot  successfully  cope  with  alone,  and 
whether  or  not  he  desires  help,  is  a major  consideration.  It 
appeared,  too,  that  preference  should  be  given  patients  within  an 
age  range  which  had  been  found  to  be  the  optimum  for  best 
results.  Selection  is,  therefore,  made  of  those  who  desire  help 
and  who  are  physically  and  mentally  capable  of  profiting  by  the 
treatment. 

Where  drugs  (Antabuse)  are  prescribed  by  the  Medical 
OflBcer,  it  is,  of  course,  only  with  the  patient’s  written  consent 
after  being  advised  of  any  probable  reaction  of  those  drugs.  The 
Medical  OflBcer  acts  in  conjunction  with  Medico-psychiatric  con- 
sultants, two  of  whom  are  members  of  the  staflE  and  leaders  in 
I the  field  of  alcohol-therapy. 

I The  course  includes  intensive  studies  of  the  nature  of  alcohol, 
j and  its  effects  on  the  human  body,  methods  of  control,  psycho- 
therapy, group  therapy,  audio  visual  aids,  etc.  Objectives  are 
interpreted  to  relatives  of  patients  and  employers  to  ensure  post- 
discharge  cooperation. 

The  program  includes  work,  recreation,  religion  and  plan- 
ning for  release  to  a community. 

I Rehabilitation  oflBcers  carefully  assess  the  housing,  employ- 
|i  ment  and  financing  needs  of  the  patients  and  arrange  for  place- 
ment, prior  to  discharge.  Then  begins  the  testing  period. 
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It  should  be  said  that  a condition  of  acceptance  for  treat- 
ment is  the  obligation  entered  into  by  the  patient  to  cooperate 
in  every  way  with  the  Rehabilitation  Ojfficers  during  the  post- 
discharge period.  If  he  is  under  Antabuse  therapy,  he  carries  an 
antabuse  card  on  which  are  printed  directions  for  emergency 
measures  should  the  patient  unwisely  take  a drink  and  become 
violently  ill  as  a result.  The  card  contains  the  phone  number  of 
the  Clinic  from  which  help  may  be  obtained  day  or  night. 

It  will  be  seen  that  after-care  staflF  have  the  heavy  end  of  the 
work.  They  must  find  suitable  jobs  and  living  quarters  for  many 
who  have  been  homeless  and  jobless.  They  must  maintain  con- 
tact and  exercise  supervision,  particularly  during  the  early  post- 
discharge period.  They  must  see  that  further  treatment  is  avail- 
able for  those  who  lapse  from  sobriety. 

Since  the  opening  of  the  Clinic  it  has  been  the  practice  to 
conduct  a monthly  review  of  the  progress  of  patients  who  have 
been  a month  or  longer  back  in  society.  This  is  plotted  on  a 
Recovery  Scale  for  Dependent  Drinking: 

1.  Recovered  (4  years  — no  dependence  on  alcohol). 

2.  Socially  recovered  (2  years  — no  dependence  on  alcohol). 

3.  Much  improved  (1  month  to  1 year  — no  dependence  on 
alcohol). 

4.  Somewhat  improved  (after  1 month). 

5.  Unimproved. 

The  program  is  oriented  to  a 4-year  period.  Because  of 
this,  group  1 (above)  does  not  yet  apply.  The  Clinic  is  now  in 
its  second  year  of  operation.  Its  effectiveness  as  seen  at  the  April 
1953,  review  meeting,  shows  that  approximately  50%  had  reverted 
to  the  former  drinking  pattern.  The  remainder  of  the  classifiable 
group  of  312  patients  showed  definite  improvement  and  a very 
considerable  group  had  maintained  sobriety  for  periods  varying 
from  one  month  to  a year  and  a half. 


ERRATUM 

Page  6 of  the  June  issue  of  Alcoholism  Research:  the  reference  to 
dosage  of  a non-intoxicating  substance  such  as  Tolserol  should  read  “0.5  to 
1.0  grain.” 
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The  following  articles  are  prepared  for  special  clients  by  the  editorial 
department  of  the  Quarterly  Journal  of  Studies  on  Alcohol,  Laboratory  of 
Applied  Physiology,  Yale  University.  Quotation  is  not  permitted  without 
written  authorization  of  the  copyright  owners.  Copyright  by  Journal  of 
Studies  on  Alcohol,  Inc.,  New  Haven,  Conn. 


Events  that  Trigger  Delirium  Tremens* 

The  question  of  exactly  what  sort  of  event  triggers  the  start 
of  delirium  tremens  has  been  debated  for  a long  time.  One 
school  of  thought  holds  that  this  dramatic  psychosis  is  launched 
when  an  alcoholic  suddenly  stops  drinking.  But  K.  M.  Bowman, 
H.  Wortis  and  S.  Keiser  have  pointed  out  an  early  stage  of  this 
disorder  which  takes  place  before  the  appearance  of  the  gross 
symptoms  that  even  laymen  can  recognize  as  D.T.’s.  In  this  pre- 
liminary stage  the  alcoholic  often  feels  a disgust  for  liquor  and 
cannot  drink.  Thus  he  is  abstinent  for  a few  days  before  the 
clearly  recognized  signs  of  the  disorder  set  in,  and  this  has  led  to 
the  supposition  that  the  stopping  of  drinking  caused  the  delirium 
tremens. 

Most  investigators  agree  that  any  severe  physical  stress,  such 
as  a head  injury  or  an  infection,  is  likely  to  set  oflE  delirium 
tremens  in  an  alcoholic  weakened  by  a long  drinking  bout.  M. 
Levin  (New  York)  has  recently  reported  two  case  histories  in 
which  the  full-fledged  signs  of  delirium  tremens  appeared  3 days 
after  the  patients  were  admitted  to  the  hospital.  Levin  suggests 
that  in  the  period  just  before  this  psychosis  starts,  the  highest 
centres  of  the  brain  are  unable  to  cope  with  the  simplest  dis- 
turbances. Anything  of  any  unfamiliar  nature  may  then  upset 
these  nerve  centres  completely.  Being  brought  and  admitted  to 
the  hospital,  the  strange  surroundings,  the  new  faces,  may  be  a 
severe  burden  on  the  patient’s  ability  to  adapt.  This  could  cause 
the  higher  nerve  centres  to  break  down  in  iheir  ability  to  func- 
tion, thus  starting  the  outbreak  of  the  acute  delirium.  He  recom- 
mends, therefore,  that  physicians  who  observe  an  alcoholic  on 
the  verge  of  delirium  tremens  should  not  rush  him  to  a hospital 
but  try,  if  at  all  possible,  to  keep  him  at  home.  In  any  case  the 
patient  should  be  shielded  from  anything  that  might  puzzle  or 
bewilder  him,  even  too  frequent  change  of  nurses  or  attendants. 
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The  Rate  of  Success  in  Alcoholics 
Anonymous* 

IT  has  always  been  a problem  to  judge  the  results  of  any  kind 
of  treatment  for  alcoholism  in  groups  of  patients.  For  one 
thing,  there  is  no  agreement  on  what  should  be  the  measure  of 
success:  Must  it  be  total  abstinence  or  is  something  else  accept- 
able? How  long  must  a patient  stay  sober  to  be  considered  a 
therapeutic  success?  In  any  case,  long  follow-up  is  necessary  for 
the  sound  evaluation  of  any  treatment  and  this  is  often  impos- 
sible. Even  clinics  can  usually  give  long-term  follow-up  reports 
on  only  a minority  of  their  patients. 

In  the  case  of  Alcoholics  Anonymous,  all  sorts  of  statements 
have  been  made  about  the  proportion  of  A.A.’s  who  stay  re- 
covered. But  this  fellowship  is  essentially  informal  and  cannot 
keep  clinical  records.  The  mentioned  rates  of  success  in  A.A.  are 
therefore  rough  guesses  at  best,  hardly  suitable  for  comparison 
with  the  reports  of  clinics  and  hospitals.  Recently,  however,  E. 
A.  Bohince  and  A.  C.  Orensteen  reported  on  the  first  systematic 
effort  to  check  up  on  the  results  of  A.A.  activity  by  means  of  a 
study  of  one  chapter  of  A.A.  in  a large  midwestern  city. 

A questionnaire  of  32  items  was  mailed  to  582  members  of  the 
chapter  who  had  first  been  registered  there  during  the  3-year 
period  between  January,  1944,  and  December,  1946.  Those  who 
received  the  questionnaire  had  been  members  of  A.A.  at  least 
IV2  and  at  most  4y2  years.  Of  231  answers  received,  216  were 
from  men,  15  from  women.  Their  ages  ranged  between  24  and 
71.  They  had  drunk  excessively  on  the  average  13V2  years.  Three 
out  of  four  were  married;  one  out  of  ten  was  single;  the  rest 
were  divorced  or  separated.  They  had,  on  the  average,  1.7 
children  — very  nearly  the  same  as  the  general  population.  Their 
educational  achievement  was  also  similar  to  that  of  the  general 
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population.  Their  intelligence  level  was  slightly  above  average. 
On  the  whole  they  seemed  to  represent  an  average  socio-eco- 
nomic group. 

At  the  time  of  the  survey  129  of  those  who  answered  the 
questionnaire  were  considered  active  members  of  Alcoholics 
Anonymous,  53  inactive  members,  and  49  no  longer  members. 

Two  out  of  three  (149  persons,  or  65  per  cent)  of  those  who 
answered  were  rated  as  "successful.”  Of  these,  75  had  been  con- 
tinuously abstinent  for  periods  ranging  between  18  and  54 
months,  with  an  average  length  of  abstinence  of  29  months;  23 
had  had  one  slip  since  becoming  members  but  had  a minimum 
of  21  months  of  continued  abstinence.  Another  15  had  had  2 or 
3 slips  but  at  the  time  of  the  survey  they  had  been  abstinent  the 
minimum  time  ( 16  months ) necessary  to  qualify  them  for  place- 
ment in  the  group  labeled  "successful.” 

The  "unsuccessful”  group  consisted  of  82  persons. 

The  149  A.A.’s  rated  as  "successful”  constituted  26  per  cent 
of  the  total  of  582  members  registered  during  the  period  under 
consideration.  This  rate  of  26  per  cent  success  in  Alcoholics 
Anonymous  is  regarded  as  minimal,  since  it  represents  the  re- 
sults in  an  unselected,  unscreened  sample  which  included  mere 
curiosity  seekers,  persons  not  really  alcoholics  but  who  tempo- 
rarily attach  themselves  to  A.A.  in  an  attempt  to  cope  with  their 
personal  problems,  vagrants  in  search  of  handouts,  and  other  in- 
dividuals totally  unsuited  for  A.A.  The  rate  of  65  per  cent  suc- 
cess, based  only  on  those  who  answered  the  questionnaire,  is 
regarded  by  the  investigators  as  representing  the  results  among 
persons  willing  and  able  to  give  A.A.  a fair  trial. 

Various  personal  and  biographic  characteristics  of  the  mem- 
bers were  compared  as  between  the  successful  and  unsuccessful 
groups  in  an  effort  to  discover  factors  which  would  help  predict 
the  chances  of  a favourable  or  unfavourable  outcome  of  A.A. 
membership.  It  was  found  that  neither  the  duration  or  pattern  of 
drinking  nor  the  type  of  occupation  was  at  all  correlated  with 
the  outcome.  Church  attendance  and  attitude  toward  religion 
proved  not  to  be  decisive  either.  The  success  rate  was  slightly 
higher  among  the  married  and  among  the  older  members.  A 
possibly  important  correlation  was  found  in  the  employment 
status  of  the  members.  In  the  successful  group,  84  per  cent  had 
been  employed  steadily  since  joining  A.A.,  compared  to  56  per 
cent  in  the  unsuccessful  group. 
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The  investigators  were  particularly  interested  in  behaviours  or 
attitudes  related  to  the  A.A.  program  itself  which  might  aflFect 
the  results  of  membership.  They  discovered  two  such  factors: 
First,  90  per  cent  of  the  successful  group  but  only  71  per  cent  of 
the  unsuccessful  group  believed  that  they  would  never  be  able 
to  drink  normally  again.  Second,  66  per  cent  of  the  successful 
group  but  only  19  per  cent  of  the  unsuccessful  group  had  actively 
sponsored  new  members  of  A.A. 
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Industrial  Institute  in  Ottawa 

On  October  30th  and  31st  an  Educational  Institute  for  indus- 
trial personnel  was  held  in  Ottawa  under  the  auspices  of  the 
Alcoholism  Research  Foundation.  This  Institute  was  organized 
under  the  immediate  direction  of  Dr.  J.  P.  S.  Cathcart  and  with 
the  co-operation  of  Dr.  W.  Wallace  McKay.  Approximately  150 
industrial  physicians,  personnel  workers,  nurses,  social  workers 
and  other  interested  individuals  were  in  attendance. 

Members  of  the  staff  of  this  Foundation  who  participated  in 
the  Institute  were  H.  David  Archibald,  Executive  Director;  Dr. 
John  D.  Armstrong,  Medical  Director;  M.  Margaret  Cork,  Chief 
Psychiatric  Social  Worker;  and  Robert  J.  Gibbins,  Research 
Associate. 

The  interest  displayed  by  those  who  attended  this  Conference 
is  further  evidence  of  the  need  and  desire  for  accurate  informa- 
tion concerning  the  community  problems  associated  with  alco- 
holism. It  is  the  plan  of  the  Foundation  to  sponsor  similar  types 
of  Institutes  in  other  Ontario  communities. 


Appointment  of  Director  of  Education 

We  are  very  pleased  to  announce  the  appointment  of  Robert 
R.  Robinson  of  Toronto  as  Director  of  Education  of  the  Alcoholism 
Research  Foundation.  The  appointment  is  eflFective  immediately. 

Mr.  Robinson  was  formerly  Managing  Editor  of  Health  Maga- 
zine and  Director  of  Public  Relations  for  the  Health  League  of 
Canada.  Prior  to  his  association  with  the  Health  League,  he 
served  as  consultant  to  the  Ontario  Health  Survey  Committee  and 
assisted  with  the  preparation  of  the  Committee's  comprehensive 
report  on  health  facilities,  services  and  needs  throughout  this 
province. 

The  new  Director  of  Education  began  his  career  in  the  public 
information  field  on  the  Galt  Daily  Reporter  and  subsequently 
served  on  the  editorial  staff  of  the  Canadian  Press,  the  Financial 


Post  and  on  other  Maclean-Hunter  publications.  He  is  a former 
director  of  the  Periodical  Press  Association  of  Canada  and  a mem- 
ber of  the  Executive  of  the  Magazine  Publishers’  Association. 

Mr.  Robinson’s  duties  will  include  the  development  of  a com- 
prehensive program  of  public  education.  We  believe  that  much 
can  be  done  to  relieve  the  problem  of  alcoholism  in  Canada  by 
increasing  the  public’s  understanding  of  its  causes,  symptoms  and 
the  successful  methods  which  are  being  developed  for  treating  it. 

Our  ultimate  aim  is  prevention  of  illness  from  alcohol  addic- 
tion and  its  attendant  social  and  economic  waste. 


Literature  Available 

For  those  who  wish  to  obtain  further  information  on  alco- 
holism and  the  work  of  the  Alcoholism  Research  Foundation,  the 
following  literature  is  available  to  you  without  charge: 

“Let’s  Take  a Look  at  Alcoholism.” 

“Thirteen  Steps  to  Alcoholism.” 

“A  Statistical  Report  Relating  to  Alcoholism  and  the  Use  of 
Alcoholic  Beverages  in  Canada.” 

“A  Critique  of  the  Genetotrophic  Theory  of  the  Etiology  of 
Alcoholism.” 
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Research  Projects 

The  research  phase  of  the  Alco- 
holism Research  Foundation’s  ac- 
tivities is  prominently  featured  in 
the  third  annual  report,  just  re- 
leased. It  occupies  12  pages  of  the 
37-page  document,  and  it  was 
given  top  billing  by  the  newspapers 
in  their  coverage  of  the  report. 


Get  Top  Billing 

Here  is  a very  brief  summary 
of  research  projects  reported: 
Antabuse  Substitute 
1)  Investigation  of  DisuU 

firam  (Antabuse)  and  other  drugs 
which  Alter  the  Reaction  of  the 
Body  to  Alcohol^* — ^Directed  by  J. 
K.  W.  Ferguson,  M.D.,  head  of  the 
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Department  o f Pharmacology, 
University  of  Toronto,  the  pur- 
pose of  this  project  is  to  study  cer- 
tain chemicals  for  their  suitability 
to  replace  disulfiram  in  the  treat- 
ment of  alcoholics;  and  to  develop 
methods  to  measure  the  concentra- 
tion of  disulfiram  or  its  products 
in  body  fluids. 

Results  to  date  indicate  that  cer- 
tain chemicals  may  be  suitable  for 
use  as  a drug.  Further  tests  on  tox- 
icity for  larger  animals,  cats  and 
dogs,  need  to  be  done  before  trials 
on  human  subjects  are  started. 
More  experiments  are  needed  also 
to  find  a way  to  give  the  drug  to 
avoid  gastric  irritation. 

If  the  efforts  to  find  an  advan- 
tageous substitute  for  disulfiram 
are  not  successful,  the  second  part 
of  the  project  becomes  more  im- 
portant because  it  is  aimed  at  re- 
fining the  control  of  therapy  with 
disulfiram.  The  object  here  is  to 
find  a chemical  method  of  meas- 
uring the  amount  of  disulfiram  in 
the  body  to  tell  (a)  whether  the 
patient  is  taking  enough  to  have 
the  required  effect;  (b)  whether 
he  is  taking  too  much. 

Liver  Disease 

2)^^ A Study  of  Uver  Disease  in 
Alcoholic  Valient s^^ — ^This  is  being 
conducted  on  a research  grant 
made  to  John  R.  Bingham,  M.D., 
attending  staff  physician,  Toronto 
Western  Hospital  and  consultant 
to  Brookside  Clinic.  This  study 
embraces  two  aspects  of  cirrhosis 
of  the  liver — the  bleeding  defect  in 


4 need  a narcotics  edu-  ^ 

cation  that  emphasizes  health 

4 and  citizenship  first,  and  nar~  9 
cotics  second.** 

i — Howard  E.  Hamlin.  9 

liver  disease;  and  macrocytosis  of 
liver  disease. 

In  the  first  18  months  following 
the  opening  of  Brookside  Hospital 
430  patients  were  admitted,  and  of 
these  200  (or  47  per  cent)  were 
found  to  have  liver  disease.  Most 
suffered  from  the  early  or  fatty 
stage  of  cirrhosis,  but  in  eight  the 
disease  was  advanced. 

Hemorrhage  from  the  upper  gas- 
trointestinal tract  accounts  for 
death  in  about  20  per  cent  of  pa- 
tients with  decompensated  cirr- 
hosis. In  some  cases  the  hemorr- 
hage is  from  rupture  or  erosion  of 
a dilated  vein  in  the  lower  end  of 
the  esophagus.  In  others  the  bleed- 
ing appears  to  be  associated  with 
a defect  in  blood  coagulation  or  in 
the  integrity  of  capillaries.  Labora- 
tory techniques  were  set  up  in 
1953  for  studying  the  various  fac- 
tors of  blood  coagulation  in  patients 
with  liver  disease  of  alcoholic  ori- 
gins and  from  other  causes.  To 
date  only  3 5 patients  have  been 
available  for  study  in  Toronto 
Western  Hospital — too  few  to 
make  conclusions  possible. 

The  study  of  the  abnormally 
large  red  blood  cells  which  occur 
in  the  blood  of  some  patients  with 
liver  disease  was  begun  in  1950  in 
the  hope  that  this  might  lead  to 
greater  understanding  of  the  basic 
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abnormalities  of  liver  disease.  To 
date  115  patients  have  been  stu- 
died (50  with  liver  disease  due  to 
alcohol  and  65  from  other  causes). 
The  macrocytic  blood  was  found 
in  about  half  of  all  the  patients 
with  liver  disease.  The  presence 
or  absence  of  this  blood  picture  was 
not  related  to  the  presence  or 
absence  of  any  of  the  physical 
abnormalities  associated  with  liver 
disease  nor  could  it  be  correlated 
with  abnormal  liver  function  tests. 
This  study  tends  to  support  the 
theory  that  the  macrocytes  are  ab- 
normally produced  by  the  bone 
marrow  and  closely  resemble  the 
red  blood  cells  of  pernicious 
anemia. 

Further  comparisons  were  made 
between  the  red  blood  cells  and 
bone  marrow  of  the  patients  with 
liver  disease  and  of  67  patients 
with  pernicious  anemia.  These  stu- 
dies led  to  the  belief  that  the  mac- 
rocytic blood  picture  in  liver  disease 
was  the  result  of  partial  depriva- 
tion of  the  hematopoietic  factors 
whereas  pernicious  anemia  was  due 
to  complete  deprivation.  On  this 
reasoning  selected  patients  with 
macrocytosis  of  liver  disease  were 
treated  with  liver  extract.  The  re- 

^ order  to  prevent  men  ^ 

• and  women  from  the  false  ^ 

/ euphoria  and  the  unquiet  anaes-  ^ 

* thesia  of  alcohol  addictiony  one 

f must  become  more  than  a phy-  « 
sician  and  psychiatrist;  one  must 

^ take  on  the  task  of  the  social  * 
reformer.** 

— Abraham  MyersoHy  M.D. 


sponse  closely  resembled  the  rcr- 
sponse  expected  from  pernicious 
anemia. 

Protein  Protection 

3)  ''The  Role  of  Alcohol  in  the 
Cause  of  Metabolic  and  Structural 
Disturbances  in  the  Animal  Org^ 
anism'^  — Under  the  direction  of 
J.  M.  R.  Beveridge,  Ph.D.,  M.D.,  of 
the  Department  of  Biochemistry, 
Queen’s  University,  this  investiga- 
tion has  confirmed  previous  stud- 
ies showing  that  on  diets  low  in 
protein  the  liver  of  an  animal  is 
severely  damaged  by  the  ingestion 
of  10  per  cent  alcohol,  but  that  an 
equicaloric  amount  of  sucrose  in 
the  diet  results  in  an  equal  degree 
of  damage. 

It  has  been  found  that  the  in- 
clusion of  0.3  per  cent  choline 
chloride  in  the  diet  or  increasing 
the  level  of  dietary  protein  to  25 
per  cent  provides  complete  protec- 
tion of  the  liver  from  the  effects 
of  long  term  alcohol  consumption. 

Brookside  Clinic  Results 

4)  "A  Follow-Up  Survey  of  Pa-^ 
tients  Admitted  to  Alcoholism  Re- 
search Foundation  Treatment  Ser- 
vices'^— R.  J.  Gibbins,  M.A.,  re- 
search associate  of  the  Foundation, 
is  carrying  out  this  study  under 
the  direction  of  J.  D.  Armstrong, 
M.D.,  medical  director.  The  study 
was  begun  in  June  1953,  and  a 
preliminary  report  is  expected  be- 
fore the  end  of  1954.  The  intent 
is  to  evaluate  the  work  of  the 
Foundation’s  Brookside  Clinic  not 
so  much  in  terms  of  how  many 


[3] 


weeks  or  months  a patient  has  re- 
mained sober  since  leaving,  but 
rather  in  terms  of  changes  in  the 
problems  of  the  patient  and 
changes  in  the  problem  of  others 
as  they  are  related  to  the  patient’s 
illness. 

It  has  therefore  been  necessary 
to  devise  a follow-up  procedure 
which  takes  into  account  not  only 
the  patient’s  drinking  pattern  but 
also  his  physical  emotional  and  so- 
cial welfare.  The  procedure  re- 
quires complete  and  accurate  rec- 
ords not  only  of  treatment  pro- 
cedures but  also  of  the  patient’s 
medical,  social  and  psychiatric 
history. 

At  the  outset  a comprehensive 
review  was  made  of  all  the  per- 
tinent scientific  literature  relating 
to  follow-up  studies  of  alcoholic 
patients.  This  review  revealed  fol- 
low-up to  be  a relatively  neglected 
field.  The  usual  procedure  has 
been  to  count  the  number  of  cases 
that  have  passed  through  a service 
and  then  to  divide  them  into  suc- 
cesses, failure  and  deaths.  The 
meaning  of  the  term  "success”  or 
"recovery”  varies  from  one  author 
to  another,  sometimes  meaning  six 
months  of  sobriety  and  sometimes 
four  years.  The  yardstick  of  suc- 
cess has  in  all  cases  been  the  length 
of  time  patients  have  remained 
sober  after  undergoing  treatment. 

Study  of  Aggression 

5)  "S/Wy  of  a Prison  Aggression 
Group”  — Bernard  W.  Henheffer, 
M.A.,  of  Queen’s  University,  has 


completed  this  study.  Mr.  Henhef- 
fer reports  that  the  findings  here 
are  indicative  rather  than  conclu- 
sive owing  to  the  smallness  of  the 
samples  used,  the  insensitivity  of 
some  of  the  tests  employed,  and 
the  lack  of  standardizations  avail- 
able for  prison  populations  on  these 
tests.  He  suggests  that  such  stan- 
dardizations could  be  carried  out 
on  prison  populations  with  bene- 
fits to  future  research  projects  and 
also  in  the  treatment  of  prisoners. 
A number  of  other  possible  re- 
search areas  are  pointed  up  by  this 
study. 

Here  are  some  of  the  findings: 

— The  alcoholic  individual  of 
the  aggression  group  displays  a 
greater  degree  of  submission  in 
contacts  with  the  social  environ- 
ment than  does  the  non-alcoholic 
member  of  the  aggression  group. 

— ^The  aggression  displayed  by 
the  non-alcoholic  individual  is 
more  overt  and  appears  on  a more 
conscious  level,  while  that  of  the 
alcoholic  is  a repressed  hostility,  j 
remaining  on  a sub-conscious  level 
until  released  by  alcoholic  indul- 
gence. 

— There  is  a greater  outward  ex- 
pression of  aggression  in  a frustrat- 
ing situation  in  the  non-alcoholic 
subject,  while  the  alcoholic  inter- 
nalizes his  aggression  or  denies  the 
presence  of  a frustrating  situation. 

— The  non-alcoholic  shows  a 3 
greater  direction  in  his  personality.  ,, 
He  recognizes  his  n^ds  and  seeks  j, 
their  gratification  directly.  The 
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alcoholic  has  more  need  for  love, 
affection,  and  security  from  his 
environment,  but  he  reacts  in  an 
ambivalent  fashion,  wanting  to  re- 
main autonomous  yet  needing  the 
attention  of  his  environment  to 
gain  satisfaction  of  his  other  needs. 

— The  individual  who  has  be- 
come alcoholic  after  a traumatic 
experience  reflects  many  of  his 
pre-alcoholic  personality  character- 
istics, but  also  displays  alcoholic 
personality  characteristics  which 
appear  to  be  superimposed  upon 
the  early  personality. 

Bases  of  Drinking  Habits 

6 ) ^^Cultural  and  Social  Bases 
of  Drinking  Habits^^  — Delbert  S. 
Clark,  Ph.D.,  of  the  Department 
of  Sociology,  University  of  To- 
ronto, reports  that  the  findings  of 
this  project  are  now  being  written 
up  in  final  form.  Data  gathered 
from  five  neighborhoods  in  two 
Ontario  communities,  involving 
three  summers’  field  work,  are  be- 
ing considered  in  compiling  this 
report. 

The  most  obvious  finding  of  this 


study  has  been  that  drinking  habits 
exhibit  a consistency  in  socially- 
defined  situations  which  can  only 
reflect  customs  common  to  a social 
class  or  ethnic  group  and  underly- 
ing social  processes  which  main- 
tain individual  conformity.  The 
significance  of  informal  controls 
is  further  indicated  by  the  varia- 
bility of  customs  from  one  group 
to  another  in  the  same  community. 

Two  Statistical  Studies 

In  addition  to  the  six  projects 
noted  above,  the  Foundation’s  re- 
port briefly  notes  results  of  a field 
survey  on  the  incidence  of  alco- 
holism in  one  representative  On- 
tario county,  completed  by  R.  J. 
Gibbins  during  the  year;  and  a 
statistical  study  relating  to  alco- 
holism and  the  use  of  alcoholic 
beverages  in  Canada,  completed  by 
R.  E.  Popham,  M.A.,  as  1953 
closed.  Accounts  of  both  these  stu- 
dies have  appeared  in  the  daily 
press,  and  copies  of  the  complete 
reports  are  available  to  interested 
persons  on  request  to  the  Founda- 
tion. 


Even  as  you  and  J . . . 

In  his  field  survey  of  an  Ontario  county,  Robert  J.  Gibbins,  M.A., 
research  associate  of  the  Alcoholism  Research  Foundation,  discovered  that 
the  **average  alcoholic”  in  this  province  is  not  the  skid-row  derelict  or 
chronic  court  offender,  but  is  the  sort  of  fellow  who  might  very  well  live 
down  the  block  from  any  of  us. 

This  ^'average  alcoholic”  in  Ontario  is  a man  somewhere  between  3 5 
and  45  years  of  age,  married,  and  the  father  of  two  or  three  children.  He 
is  employed  at  a skilled  or  semi-skilled  job,  and  is  maintaining  his  own 
home.  Socially  and  economically  speaking,  he  is  usually  a member  of  the 
middle  class. 
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Highlights  of  Statistical  Report 


(The  follmmng  summary  is 
based  on  A Statistical  Report  Re- 
lating to  Alcoholism  and  the  Use 
of  Alcoholic  Beverages  in  Canada^\ 
wfjich  was  released  by  tfje  Alcoho- 
lism Research  Tonndation  last 
month.  Copies  of  the  extensive  29- 
page  report  may  be  purchased  in 
limited  cpiantity  from  the  Founda- 
tion,) 

As  more  is  learned  about  the 
drinking  habits  of  Canadians  and 
the  incidence  of  problem  drinking 
and  alcoholism  in  this  country  it 
becomes  increasingly  apparent  that 
the  pattern  here  is  peculiarly  Can- 
adian and  not  merely  the  reflection 
of  what  is  done  in  the  United 
States  or  elsewhere.  It  is  also  clear 
that  the  Canadian  pattern  has  been 
developing  and  changing  over  the 
years  from  pioneer  days,  past  the 
turn  of  the  century,  through  two 
world  wars,  prohibition,  boom 
years  and  depression.  A vast  com- 
plex of  factors  has  been  at  work 


forming  and  reforming  the  picture 
revealed  in  this  report. 

Take  the  question  of  how  much 
alcohol  has  been  consumed  by 
Canadians  down  through  the  years, 
and  what  varying  proportions  of  it 
were  in  the  form  of  spirits,  beer 
and  wine.  The  accompanying  chart 
tells  the  story  in  brief.  (The  chart 
is  drawn  on  the  basis  of  gallons  of 
spirits,  beer  and  wine  converted  to 
absolute  alcohol  for  direct  com- 
parison. ) 

Chart  II  relates  the  proportions 
of  spirits,  beer  and  wine  consumed 
in  Canada  to  the  comparable  pat- 
terns found  in  the  U.  S.  and  the 
United  Kingdom. 

Further  illustration  of  the  dif- 
ferences between  the  U.S.  and 
Canada  in  the  matter  of  drinking 
habits  is  pointed  up  by  Canadian 
Institute  of  Public  Opinion  survey 
results  which  show  that  70  per 
cent  of  Canadians  (21  years  of 
age  and  older)  say  they  use  alco- 


CHART  I— HOW  DRINKING  TASTES  HAVE  CHANGED 
IN  CANADA 
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CHART  II— THE  CANADIAN  PATTERN  IS  DIFFERENT 


Canada 


hoiic  beverages  as  against  59  per 
cent  of  Americans;  and  that  64 
per  cent  of  Canadian  women  say 
they  drink,  compared  with  46  per 
cent  of  wornen  in  the  U.S.  Or, 
looking  at  the  drinking  population 
in  terms  of  religious  affiliation,  70 
per  cent  of  Protestants  in  Canada 


report  that  they  drink  while  only 
59  per  cent  of  their  counterparts 
do  in  the  U.S.  (proportions  among 
Catholics  are  much  closer — 71  per 
cent  in  Canada,  79  per  cent  in  the 
U.S.) 

In  the  prevalence  of  alcoholism 
(Continued  on  Page  10) 


CHART  III— CANADA  IS  SIXTH  AMONG  NATIONS 
IN  ALCOHOLISM 
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Consumption  of  Absolute  Alcohol 
(Gallons  per  capita  of  population  15  years  and  over) 
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HE  MAY  BE  TREATED  AS 
AN  IN-PATIENT  or  iX  the 
screening  physician  finds 
symptoms  of  acute  alcohol- 
ism he  will  initiallybe  given 
special  treatment  in  Toronto 
General*  St.  Michael's,  or 
Western  Hospital.  He  will 
then  be  transferred  to  Brook- 
side  Clinic. 


THE  PROBLEM  D1  ^ 
may  be  referred  tc  r 
Private  physicians 
Alcoholics  Anonym  i 
Family  or  friends 
Clergy 
or  may  come  witho  i 


THE  GENERAL  PHYSICIAN 
assesses  the  patient’s  phys- 
ical condition  and  prescribes 
special  medication  and  diet 
as  needed. 


THE  PSYCHIATRIST 

may  see  the  patient 

for  in- 

dividual  appraisal 

or  (Or 

continuing  psychotherapy  at 

regular  intervals. 
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THE  NURSING  STAFF  

A staff  of  graduate  nurses  is 
in  attendance  at  Brookside 
Clinic  on  a 24-hour  schedule. 


INFORMAL  VISITS 


Former  patients  are  encour- 
aged to  drop  in  and  visit  with 
members  of  the  staff  and 
other  patients. 


*/X  j rt*i*t*t*i 


MEMBERS 
TIENT'S  FAk 
couraged  to  co 
and  learn  how 
si  St  in  the  patic 


:vxv:-xvxvx-xvxxxvxvx-:^wwwiww 


1*1*1 


ALL  MEMBERS  OF  THE  1 
assist  in  leading  group  mei 
Personality  development. 
Nervous  tension. 

The  action  of  alcohol. 

Other  habit-forming  drugs. 
Family  problems. 

Patterns  of  recovery. 


. > . . . . . 
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THE  INTERNIST 


is  a medical  specialist  who 
is  particularly  qualified  to 
treat  the  physical  Complica- 
tions of  chronic  alcoholism. 


SPIRITUAL  COUNSELLOIIS 
Members  of  Protestant  and 
Roman  Catholic  clergy  are 
available  for  consultation 
with  patients  on  their  re- 
quest. 


ALCOHOUCS  ANONYMOUS 
Provision  is  made  for  meet- 
ings of  A.  A.  twice  a week 
in  the  clinic.  Patients  are 
free  to  attend  these  meet- 
ings as  they  choose. 
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Statistical  Report. . . 

(Cmttinued  from  Page  7) 

Canada  differs  from  other  nations 
too.  Chart  No.  Ill  on  page  7 dem- 
onstrates the  relative  position  of 
this  country  (1,804  alcoholics  per 
100,000  population  15  years  and 
older  in  1948)  and  six  others  in 
which  this  illness  looms  even 
larger  (up  to  the  United  States 
with  3,952  alcoholics  per  100,- 
000).  This  chart  also  indicates  the 
relative  rates  of  alcohol  consump- 
tion in  these  seven  countries;  and 
it  can  be  seen  that  there  is  no  dis- 
cernible relationship  between  alco- 
hol consumed  and  incidence  of  the 
illness. 

Examining  the  Canadian  scene 
province  by  province  yields  Chart 
IV  which  shows  the  rates  of  alco- 


holism range  from  a low  of  501 
per  100,000  in  Newfoundland  to 
2,532  in  B.C.  The  Canadian  aver- 
age, taken  on  the  basis  of  popula- 
tion age  20  and  older,  works  out  to 
1,629  alcoholics  per  100,000  in 
1952. 

4 the  time  of  actual  de~ 

tectioriy  according  to  present 
4 day  methods  applied  in  indtis-  ^ 
try,  it  is  either  too  late  or  too 
4 costly  to  redeem  all  that  has  ^ 
been  lost.  The  real  answer  to 
4 the  problem  is  prevention.  Work  ^ 
factors  must  be  studied.  Im- 

4 proved  hiring  techniqties  and  ^ 

suitable  placement  can  help  re- 
4 dnce  the  number  of  potential  5 
problem  drinkers. 

4 '^The  first  responsibility  lies  ^ 

with  those  whose  place  it  is  to 
4 fit  the  individual  in  the  job  ^ 
where  he  can  perform  most 
4 effectively  and  efficiently.**  ^ 

— Robert  Collier  Page,  M.D. 


CHART  IV— ALCOHOLISM  IN  CANADA  BY  PROVINCES 
(Estimated  number  of  alcoholics  per  100,000  population  20  years 
and  over  in  1952) 
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What  the  GP  Can  Do  About  Alcoholism 

(Reprinted  by  permission  of  the  National  Committee  on  Alcoholism,  New  York.) 


The  alcoholic  is  a valid  patient. 

Today  he  can  be  a satisfactory 
and  rewarding  patient  as  well.  This 
is  a far  cry  from  the  traditional  be- 
lief that  the  alcoholic  is  always 
troublesome  and  uncooperative, 
merely  wanting  medical  help  to 
sober  up  so  that  he  may  resume 
drinking.  On  this  basis  it  is  under- 
standable that  the  general  practi- 
tioner has  often  been  less  than  eager 
to  receive  and  treat  such  patients. 
Today,  however,  sound  and  tested 
information  is  available  concerning 
the  nature  of  the  alcoholic  illness, 
and  new  medical  aids  have  been  de- 
vised to  deal  with  it. 

A Chronic  Disease 
The  American  Medical  Associa- 
tion, at  its  annual  convention  in 
1950,  stated  that  alcoholism  is  to 
be  considered  a chronic  disease. 
''Chronic  alcoholic”  is  a term  with 
which  most  medical  men  are  fa- 
miliar. "Compulsive  drinker”  is 
another  term  often  used  to  describe 
the  alcoholic.  Both  are  accurate  de- 
scriptions of  this  patient.  The  al- 
coholic suffers  from  an  ailment 
which  compels  him  to  drink  to 
drunkenness  again  and  again,  al- 
though he  may  be  fully  aware  that 
he  is  damaging  himself  physically 
and  mentally,  as  well  as  hurting  his 
family  and  business.  This  compul- 
sion is  found  among  people  of  all 
social  and  economic  levels,  all  races, 
and  both  sexes. 


It  has  long  been  known  that  al- 
cohol is  not  a stimulant,  but  rather 
is  actually  a depressant.  Its  action 
is  like  that  of  an  anaesthetic  and  its 
effects  on  the  central  nervous 
system  are  similar  to  those  of  ether. 
The  alcoholic  usually  progresses 
from  a dependency  on  alcohol  to  a 
compulsive  need  for  it,  after  hav- 
ing used  alcohol  for  varying  periods 
of  time  without  any  noticeable  ab- 
normal behaviour  reaction.  While 
ordinarily  symptomatic  of  underly- 
ing maladjustments  and  disorders, 
when  the  stage  of  chronic  addic- 
tion has  been  reached,  it  may  be 
said  that  alcoholism  has  created  its 
own  syndrome  and  is  a diagnosable 
disease. 

Ingredients  for  Recovery 

The  alcoholic,  as  any  other  ill 
person,  must  fully  accept  the  im- 
plications of  his  illness.  That  is,  he 
must  recognize  that  his  drinking 
behaviour  is  abnormal;  that  he  re- 
acts differently  to  alcohol  from  the 
average  drinker;  that  he  has  a 
problem.  This  is  the  first  require- 
ment for  recovery. 

Secondly,  he  must  accept  the 
necessity  of  doing  something  about 
his  problem  and  the  likelihood  that 
he  will  need  help. 

Thirdly,  and  almost  equally  im- 
porant,  before  he  can  undertake 
long-term  therapy  he  must  be  put 
in  good  physical  condition.  This 
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often  calls  for  short-term  hospitali- 
zation, although  the  doctor  can 
sometimes  give  sufficient  medical 
treatment  at  home  or  in  his  own 
office. 

Finally,  the  real  recovery  of  the 
alcoholic  begins  if  and  when  he 
embarks  on  a program  which  will 
help  readjust  his  personality  and  in- 
tegrate his  emotions.  It  is  clear 
that  most  alcoholics  suffer  from 
fears,  anxieties  and  emotional  im- 
maturity, as  well  as  exaggerated 
feelings  of  insecurity.  To  treat 
these  underlying  disorders,  and  to 
lead  the  patient  to  normal  relation- 
ships in  his  everyday  life,  calls  for 
special  long-term  treatment.  This 
phase  of  the  recover}^  program  is 
not  ordinarily  the  province  of  the 
general  practitioner,  but  he  can  do 
much  to  insure  its  effectiveness  by 
a proper  understanding  of  his  pa- 
tient and  the  nature  of  his  malady, 
as  well  as  the  initial  treatment 
which  is  so  often  his  responsibility. 

What  the  GP  Can  Do 

The  alcoholic  is  proverbially  the 
last  one  to  recognize  his  own  con- 
dition. Long  after  family,  friends 
and  all  who  know  him  have  ex- 
pressed their  concern  over  his  in- 
ability to  handle  his  drinking,  he 
still  clings  to  the  fiction  that  he 
'*can  take  it  or  leave  it  alone.”  Yet, 
after  a bout  of  drinking  he  may 
be  so  ill  that  the  doctor  has  to  be 
called  in,  or  he  will  go  to  see  his 
doctor.  At  this  point  the  physician 
holds  the  alcoholic’s  future  in  his 
hands.  The  alcoholic  is  in  the  status 


of  a patient,  seeking  the  care  and 
advice  of  his  doctor.  The  doctor  is 
in  a position  to  make  a diagnosis 
and  to  prescribe  treatment.  As  a 
doctor  he  carries  authority  with  his 
patient:  his  use  of  this  authority 
can  be  the  turning  point  in  the  al- 
coholic’s illness. 

IF  the  physician  is  thoroughly 
cognizant  of  the  facts  about  alco- 
holism and  the  various  methods  of 
treating  it;  IF  he  as  fully  informed 
on  all  the  available  resources  for 
treatment;  THEN  he  is  in  a posi- 
tion to  guide  his  patient  on  to  the 
road  to  recovery.  He  may  continue 
to  treat  the  alcoholic  for  physical 
ailments  connected  with  his  drink- 
ing; he  may  continue  to  advise  his 
patient  as  physician,  counsellor,  and 
friend;  but  his  greatest  service  to 
the  alcoholic  will  have  been  in 
making  a diagnosis  and  persuading 
his  patient  both  to  accept  and  to 
act  upon  that  diagnosis. 

It  is  vital  that  the  physician  be 
fully  aware  of  the  modern  scien- 
tific concepts  of  alcoholism  as  a 
disease.  Unless  he  himself  is  con- 
vinced that  alcoholism  is  an  illness 
like  any  other,  he  will  not  be  able 
to  carry  conviction  to  his  patient. 
For  the  alcoholic,  recognition  and 
acceptance  of  his  own  illness  is  the 
first  step  toward  recovery. 

Medical  Resources 

Experience  has  now  shown  that 
no  one  therapy  can  possibly  be  the 
total  answer  for  all  cases  of  alco- 
holism. In  most  cases  joint  treat- 
ment methods  are  essential  to  deal 
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with  the  physical,  emotional  and 
environmental  needs  of  the  patient. 
Usually,  however,  initial  medical 
treatment  must  precede  any  efforts 
at  psychological  readjustment. 

To  begin  with,  the  practitioner 
should  know  what  medical  methods 
are  available  to  expedite  the  ''sober- 
ing up”  process,  and  to  restore  the 
physical  well-being  of  the  patient. 
Among  the  treatments  used  today 
are  vitamins,  ACE  (adrenal  cortex 
extract),  insulin-glucose,  "Tolser- 
ol,”  and  ACTH  ( adrenocorticotro- 
phic  hormone).  All  have  proved 
effective  in  restoring  alcoholics  to 
a sober  and  fairly  healthy  state. 

Adjuncts  which  help  to  sustain 
sobriety  during  the  long-term  ther- 
apy also  exist.  These  include  ACE 
and  the  chemical  agent  known  as 
"Antabuse”  (tetraethylthiuram  di- 
sulfide) . ACE  is  not  only  effective 
in  bringing  the  patient  out  of  the 
extremely  acute  phase,  but,  if  con- 
tinued during  long-term  treatment, 
especially  in  cases  of  low^  adrenal 
function,  will  often  sustain  the 
patient’s  feeling  of  well-being. 

"Antabuse,”  which  produces  a 
chemical  condition  in  the  patient’s 
body  resulting  in  a strong  physical 
reaction  if  he  drinks,  is  an  effective 
barrier  to  a resumption  of  drink- 
ing, so  long  as  the  patient  con- 
tinues to  take  it.  Extreme  reaction 
will  result  for  as  long  as  from  five 
to  ten  days  after  stopping  its  use. 

The  objective  of  all  sound  treat- 
ment methods  for  the  alcoholic  is 


to  bring  him  to  the  point  where  he 
can  resume  normal  living,  without 
alcohol.  He  should  be  able  to  with- 
stand the  stresses  and  strains  of 
responsible  everyday  life;  to  sus- 
tain good  human  relations  with 
family  and  society;  most  import- 
ant, perhaps,  he  should  come  to 
know  himself,  his  strength  and  his 
weaknesses,  and  to  learn  to  accept 
himself. 

The  Strongest  Weapon 

This  goal  of  normal  living  with- 
out drinking,  can  be  reached  by 
many  avenues  today.  Numerous 
doctors  have  given  time  and  study 
to  alcoholism  and  possess  a sound 
understanding  of  its  nature.  The 
ability  to  understand  and  to  help 
the  sick  alcoholic  need  not  be 
limited  to  specialists.  The  strong- 
est weapon  in  the  armament  pos- 
sessed by  the  medical  profession  is 
the  conviction  that  the  alcoholic  is 
a valid  patient,  the  victim  of  an 
illness.  A desire  to  help  him  in- 
evitably follows  this  conviction. 
Acting  on  this  sound  basis,  general 
practitioners  are  beginning  to  see 
surprising  results  in  the  responses 
of  many  patients  who  might  form- 
erly have  been  regarded  as  extreme- 
ly difficult,  if  not  hopeless.  While 
not  ordinarily  involving  himself  in 
the  long-term  treatment,  the  fam- 
ily physician  plays  a vital  role  in 
ministering  properly  to  the  physi- 
cal needs  of  the  patient,  winning 
his  confidence  to  the  extent  that  he 
can  be  persuaded  to  accept  long- 
term treatment,  and  finally  in  see- 
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ing  to  it  that  he  is  referred  to  com- 
petent resources  for  such  help. 

Psychiatry  has  long  endeavoured 
to  deal  with  this  problem.  A grow- 
ing number  of  psychiatrists,  who 
have  developed  an  interest  in  the 
special  problems  presented  by  alco- 
holic patients,  and  by  the  singular 
nature  of  their  ailment,  have  given 
time  and  study  to  the  various  fac- 
tors involved  in  the  alcoholic  syn- 
drome. Both  individual  and  group 
psychotherapy  today  are  means  of 
attacking  the  emotional  problems 
of  the  alcoholic,  and  these  methods 
are  attaining  much  broader  use  un- 
der skilled  leadership. 

A major  resource  in  restoring  al- 
coholics to  normal  and  happy  liv- 
ing, is  the  fellowship  of  Alcoholics 
Anonymous.  From  its  thousands  of 
recoveries  comes  much  of  the  in- 
itial evidence  that  alcoholics  can  be 
helped,  which  has  led  to  modern 
intensive  study  on  a scientific  basis. 
Nearly  every  community  has  a 
group  within  a reasonable  distance. 
The  members  of  these  groups  are 
most  co-oj>erative  in  working  with 
understanding  doctors,  psychia- 
trists, clinics  and  other  facilities. 

The  out-patient  clinic  for  alco- 
holics is  another  facility  to  which 
the  general  practitioner  can  direct 
patients.  Staffed  by  a team  of 
therapists  (psychiatrist,  internist, 
and  psychiatric  social  worker,  as  a 
minimum) , more  than  40  such 
clinics  are  now  operating  through- 
out the  United  States  and  Canada. 

In  various  parts  of  the  country 


local  medical  societies  have  active 
sub-  committees  on  alcoholism 
channeling  medical  information  on 
this  subject  to  their  members. 
Often  the  practitioner  may  dis- 
cover that  other  colleagues  have 
developed  special  techniques  in  this 
field,  and  are  successfully  treating 
alcoholics. 

Frequently  public  health  or  men- 
tal hygiene  clinics  offer  part-time 
services  for  alcoholics. 

Many  areas  possess  Alcoholic  In- 
formation Centers  from  whom 
these  particulars  can  be  acquired. 
Today  there  is  available  a network 
of  agencies  and  resources  to  reha- 
bilitate the  alcoholic  and  release 
him  from  his  compulsion  to  drink. 
Awareness  of  these  local  commun- 
ity resources  is  properly  part  of  the 
working  knowledge  of  the  general 
practitioner. 

Common  Misconceptions 

It  has  been  a traditional  attitude, 
both  on  the  part  of  the  public  and 
the  medical  profession,  that  the  al- 
coholic patient  must  be  allowed  to 
run  his  course  and  reach  *The  end 
of  the  line”  before  attempts  at  re- 
habilitation can  be  successful. 
While  it  is  quite  true  that  the  al- 
coholic must  want  to  do  something 
about  his  problem,  we  know  today 
that  there  are  means  by  which  he 
can  be  brought  to  a point  of  **sur- 
render,”  if  he  is  handled  with  un- 
derstanding by  those  around  him. 
The  family  physician,  through 
similar  understanding  of  the  alco- 
holic and  the  nature  of  his  prob- 
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lem,  can  also  hasten  the  patient’s 
willingness  to  accept  help.  Most  al- 
coholics are  retarded  in  this  respect 
through  lack  of  adequate  informa- 
tion. The  doctor  can  strike  a rap- 
port with  the  patient  if  he  is  arm- 
ed with  sufficient  knowledge  con- 
cerning the  alcoholic  illness.  Too 
many  physicians  have  continued 
to  accept  the  old  misconceptions 
concerning  alcoholism,  but  many 
others  have  found  a surprising  re- 
sponse when  they  have  oriented 
themselves  to  basic  facts  about  this 
condition. 

Doctors  specializing  in  the  treat- 
ment of  alcoholics  also  warn  that 
the  alcoholic  patient  is  unusually 
prone  to  addiction  to  barbiturates, 
and  urge  the  avoidance  of  prescrib- 
ing these  drugs  to  patients  in  the 
acute  phase.  Unfortunately,  too, 
some  doctors  still  believe  that  it 
may  be  possible  for  persons  having 
shown  a sustained  history  of  prob- 
lem drinking,  to  resume  normal  use 
of  alcohol  after  treatment.  It  is 
safe  to  say  that  when  there  is  a 
history  of  chronic  excessive  drink- 
ing, complete  abstinence  must  be 
the  goal  of  all  treatment. 

Bridges  to  Recovery 

Even  after  the  alcoholic  has 
sought  help,  the  doctor  may  still 
find  that  customarily  successful 
treatment  methods  do  not  sustain 
his  patient’s  sobriety.  This  may  be 
due  to  the  fact  that  alcohol  has 
made  greater  inroads  on  his  system 
than  might  be  recognized  upon  in- 


itial examination,  and  in-patient 
care  for  varying  periods  may  be 
necessary. 

More  frequently,  however,  it 
will  be  clear  to  the  general  prac- 
titioner that  some  cases  of  alcohol- 
ism are  based  on  very  deep  psycho- 
neurotic  maladjustments,  which  are 
making  sustained  sobriety  more 
difficult  than  would  ordinarily  be 
the  case.  With  such  patients  the 
use  of  the  drug  *'Antabuse”  is  par- 
ticularly helpful.  The  introduction 
of  this  drug,  following  thorough 
physical  examination,  can  often 
serve  as  a medium  for  insuring  ab- 
stinence from  alcohol,  and  gives 
the  doctor  a beachhead  from  which 
to  get  at  the  underlying  factors  be- 
hind the  drinking. 

''Antabuse,”  obtainable  only  on 
medical  prescription,  produces  a 
chemical  condition  in  the  patient’s 
body  which  results  in  illness  and 
prostration  if  alcohol  is  taken. 
Thus,  by  taking  this  drug,  the  al- 
coholic builds  a "chemical  fence” 
around  his  compulsion  to  drink, 
and  actually  sets  up  a self-imposed 
"allergy”  in  his  system.  "Anta- 
buse” must  be  administered  only 
by  physicians  fully  informed  as  to 
its  use.  Clinical  literature,  with 
which  he  can  inform  himself  on 
this  treatment,  is  available  to  the 
general  practitioner.  The  need  for 
thorough  knowledge  of  this  treat- 
ment, and  careful  medical  super- 
vision in  its  administration,  cannot 
be  overemphasized. 
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The  Alcoholism  Research  Foundation  was  established  in 
1949  by  an  act  of  the  Ontario  Legislature.  Its  function  is  (1  ) 
to  conduct  and  promote  a program  of  research  in  alcoholism, 
and  (2)  to  conduct,  direct,  and  promote  programs  for  (a)  the 
treatment  of  alcoholics,  (b)  the  rehabilitation  of  alcoholics, 
and  (c)  experimentation  in  methods  of  treating  and  rehabili- 
tating alcoholics.  The  Foundation  is  also  charged  with  the 
responsibility  of  maintaining  a broad  program  of  public  educa- 
tion aimed  at  creating  understanding  of  alcoholism  and  work- 
ing ultimately  toward  its  prevention. 

The  services  of  the  Foundation  are  available  to  any  resident 
of  Ontario  who  has  a problem  with  alcohol  and  who  has  a 
genuine  desire  for  help  in  solving  it. 
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The  Doctor’s  Attitude  Is  Vital 

(Abstracted  from  *^The  Treatment  of  Alcoholism**  by  J.  N.  P.  Moore,  M.D.,  F.R.C.P.f., 
D.P.M.,  medical  superintendent,  St.  Patrick* s Hospital,  Dublin,  and  originally  published 
in  THE  PRACTITIONER,  September  1953.) 


JN  TREATING  alcoholism,  the 
first  essential  from  the  psycho- 
logical point  of  view  is  a correct 
attitude  of  mind  in  both  doctor 
and  patient. 

Even  if  one  is  intellectually  con- 
vinced that  alcoholism  is  a disease 
and  that  the  addict  is  a sick  man, 


the  emotional  reaction  of  most 
doctors,  like  most  laymen,  tends  to 
be  tinged  with  a certain  amount 
of  impatience  and  sometimes  it  is 
one  of  ill-concealed  contempt.  Too 
often  the  reproaches  of  a patient’s 
family  and  friends  are  repeated  by 
his  doctor,  who  lends  the  weight 


of  his  authoritative  position  to 
threaten  the  patient  with  the  dire 
sequelae,  both  physical  and  mental, 
of  his  continued  intemperance.  The 
patient,  already  fully  aware  of  his 
failure,  laden  with  guilt  and  self- 
disgust,  is  easily  driven  to  further 
excesses  by  such  reproaches.  The 
threats  of  physical  catastrophies 
may  be  welcomed  as  a way  of 
escape  from  undesirable  reality. 

Feeling  is  Essential 

If  one  is  to  treat  alcoholism  suc- 
cessfully it  is  necessary  to  feel  as 
well  as  believe  that  the  patient  is 
ill.  To  extend  sympathy  and  under- 
standing to  an  alcoholic,  at  first 
requires  a conscious  effort.  The 
practitioner  who  bristles  with 
righteous  indignation  and  upbraids 
and  exhorts  his  patient  does  as 
much  harm  as  his  more  urbane 
colleague  who  evades  the  issue  and 
tells  his  patient  to  **ease  up”,  **cut 
out  spirits”,  **stick  to  beer”,  ”noth- 
ing  before  six”.  Addiction  is  a 
chronic  illness  and  treatment  must 
be  on  a long-term  basis.  Tiding 
the  patient  over  a drinking  bout 
is  only  the  beginning,  although 
often  a useful  one,  because  the 
state  of  remorse  following  such  an 
episode  may  make  the  patient  more 
receptive  to  information  about  his 
illness.  Much  can  be  done  by  the 
practitioner  who  is  prepared  to  take 
the  time  and  trouble  to  get  his 
patient’s  confidence,  to  give  him 
an  intellectual  understanding  of  his 
addiction  and  to  help  him  find  new 
outlets  for  his  emotional  energy. 
Psychotherapy  of  this  kind  is 


difficult  and  time-consuming,  but 
the  success  of  treatment  often 
depends  upon  it.  It  cannot  be  re- 
placed by  any  magic  pill  or  injec- 
tion, although  physical  measures 
may  make  its  application  easier. 

G.  P.  Can  Do  Much 

The  treatment  of  the  average 
alcoholic  lies  well  within  the  scope 
of  the  general  practitioner,  pro- 
vided he  understands  the  extent  of 
the  problem  and  is  willing  to  devote 
himself  to  its  solution.  He  is  in  a 
position  to  spot  the  incipient  addict 
among  his  patients  at  a stage  when 
friendly  advice  and  information 
may  still  be  successful.  He  may 
influence  the  patient  indirectly  by 
teaching  his  family  that  their  rela- 
tive is  ill  and  in  need  of  the  sym- 
pathy and  care  which  they  would 
normally  extend  to  a sick  person.  ' 
The  education  of  the  relatives  is  a 
necessary  part  of  the  treatment  of 
every  case  of  alcoholism.  In  most 
cases  the  specialized  physical  aids 
to  treatment  are  better  carried  out 
in  hospital,  but  when  the  patient  ! 
returns  to  ordinary  life  again  he  is 
fortunate  if  he  has  the  support  of  ; 
an  understanding  physician. 

Doctors  should  be  slow  to  pre- 
scribe alcohol  to  a neurotic  patient; 
it  is  a dangerous  drug  in  most  j 
neuroses.  It  is  especially  inadvisable 
to  encourage  a teetotaller  to  drink,  j 
since  abstinence  may  be  an  uncon- 
scious defence  against  a constitu-  j 
tional  predisposition  to  addiction. 

I have  treated  a number  of  addicts 
who  took  alcohol  in  the  first  in-j 
stance  on  the  advice  of  a doctor  , 
as  a sedative,  tonic  or  pick-me-up. 


WHERE  NEW  BROOKSIDE  CLINIC  PATIENTS  COME  FROM 
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Alcoholics  Anonymous 
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(100%  = 576  new  patients  in  1953 ) 


800  Patients  Per  Year  At  Brookside 


JN  THE  Alcoholism  Research 

Foundation’s  third  annual  report 
(copies  of  which  are  available  to 
interested  persons  on  request),  the 
medical  director,  Dr.  John  Arm- 
strong, provides  an  11 -page  sum- 
mary of  treatment  services  rendered 
during  1953. 

Briefly,  the  Foundation’s  Toronto 
clinic,  Brookside,  recorded  a steady 
increase  in  numbers  of  patients 
treated,  average  length  of  stay  of 
patients,  numbers  of  alcoholic 
patients  referred  to  the  clinic  by 
physicians  throughout  the  pro- 
vince, and  similar  touchstones  of 
wider  acceptance  on  the  part  of 
both  medical  profession  and  public. 


During  1953  a total  of  800 
persons  availed  themselves  of  one 
or  more  of  the  Foundation’s  treat- 
ment services.  This  represents  an 
increase  of  111  over  1952;  and  it 
is  made  up  of  576  new  patients  and 
224  patients  who  had  received 
treatment  previously. 

Of  the  576  new  patients  treated 
during  the  past  year,  82  were 
women  and  494  were  men.  Of  the 
total,  141  were  referred  to  the 
clinic  by  physicians,  110  by 

Alcoholics  Anonymous,  88  by 

family  or  friends,  34  by  other 
patients,  and  the  remainder  by 
social  agencies,  employers,  clergy, 
and  other  sources.  (Continued) 
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Patients  with  alcoholism  who 
are  referred  to  Brookside  Clinic 
may  first  be  treated  in  one  of  the 
public  general  hospitals  in  Toronto. 
After  one  or  two  days’  treatment 
to  get  them  over  the  acute  phase 
of  alcoholic  illness,  they  are  trans- 
ferred to  the  clinic  at  9 Bedford 
Road.  Here  they  come  under  the 
care  of  a treatment  team  compris- 
ing a general  physician,  specialists 
in  psychiatry  and  internal  medicine, 
social  workers,  a psychologist,  and 
graduate  nurses.  Representatives 
of  Alcoholics  Anonymous  hold 
special  meetings  in  the  clinic  for 
patients  wishing  to  attend. 

In-patient  treatment  during  1953 
averaged  about  1 0 days  per 
patient;  but  even  after  discharge 
an  important  phase  of  treatment 
still  remains  in  a series  of  visits  to 
the  out-patient  clinic.  This  out- 
patient care  may  extend  over  a 
period  of  many  months;  and  even 
after  formal  treatment  is  ended 
former  patients  are  encouraged  to 
drop  in  at  Brookside  informally  as 
they  would  to  a clubroom.  The 
out-patient  phase  of  treatment  is 
considered  to  be  extremely  im- 
portant to  the  continuing  recovery 
of  the  patient. 

Last  year  70  per  cent  of  Brook- 
side’s  in-patients  were  residents  of 
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*^As  a psychiatrist^  it  has 
long  been  apparent  to  me  that 
the  more  we  study  the  human 
personality  from  the  medical 
viewpoint  f the  more  we  be- 
come aware  of  the  importance 
of  religious  faith  in  mam- 
taining  mental  and  emotional 
healths* 

— Robert  H.  Felix,  M.D. 
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Toronto,  and  30  per  cent  came 
from  other  parts  of  the  province. 
As  1954  progresses  the  Foundation 
is  hopeful  of  initiating  limited 
treatment  facilities  in  three  other 
centres. 

Need  for  Expansion 

Dr.  Armstrong  notes  that  clinic 
facilities  in  Toronto  are  limited, 
and  that  unfortunately  it  is  some- 
times necessary  to  refuse  admission 
to  patients  who  are  likely  to  bene- 
fit from  treatment  at  Brookside. 

”At  other  times  we  refuse 
admission  to  patients  who  are  seek- 
ing to  use  our  service  merely  to 
obtain  physical  relief  from  the  pain 
of  a hangover,  or  refuge  from  an 
environment  they  cannot  cope 
with,  rather  than  to  deal  with  their 
alcoholism,”  he  adds. 

'Tn  many  cases  these  people 
have  one  or  more  admissions  with 
us  and  have  shown  little  benefit 
or  motivation  to  benefit.” 

The  medical  director  goes  on  to 


SEX  OF  NEW  PATIENTS  IN  1953 


14.2% 

Female 


85.8%  Male 
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say  that  general  hospital  staff 
physicians  in  charge  of  alcoholic 
patients  who  are  admitted  through 
special  arrangements  with  the 
Foundation  **felt  that  the  staff  of 
the  hospital  had  gained  from  their 
experience  with  our  patients  and 
were  able  to  contribute  more  to 
the  treatment  of  the  other  alcohol 
problems.’^ 

‘^Insulin  Cocktail”  Popular 

**This  observation  has  been  re- 
flected in  some  degree  by  doctors 
in  many  communities  who  report 


more  and  more  commonly  the  use 
of  the  ^insulin  cocktail’  in  handling 
their  acutely  disturbed  alcoholics,” 
Dr.  Armstrong  adds.  '*This  in- 
dicates a general  interest  in  the 
problem  among  the  medical  pro- 
fession, an  interest  which  is  being 
helped,  we  hope,  by  the  services  we 
offer,  and  by  the  other  facilities 
in  our  province  which  are  helping 
the  alcoholic  at  the  present  time.” 


6 
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"A//  the  vagabondage  in  the  ^ 
world  begins  in  neglected  child- 
hood"* ^ 

— Victor  Hugo. 


Barbiturates  Create  Many  Problems 

(The  following  paper  by  S.  /.  Holmes,  M.D.,  was  presented  April  27,  1954,  before  the 
Journal  Club,  Department  of  Psychiatry,  University  of  Toronto.  Dr.  Holmes  is  a staff 
psychiatrist  at  Brookside  Clinic  and  a clinical  teacher  in  the  Department  of  Psychiatry, 
University  of  Toronto.) 


The  barbiturate  problem  has 
been  described  by  Isbell  and  his 
group  from  Lexington,  Kentucky, 
as  more  devastating  than  morphine 
addiction.  Morphine  causes  much 
less  impairment  of  mental  ability 
and  emotional  control  and  produces 
no  motor  incoordination.  Further- 
more, such  impairment  as  does  oc- 
cur becomes  less  as  tolerance  to 
morphine  develops  and  there  is  not 
the  wide  variation  in  response  to 
daily  dose.  In  addition  the  with- 
drawal from  morphine  is  not  as 
dangerous  as  the  withdrawal  from 
barbiturates. 

The  production  for  consumption 
of  this  drug  since  its  introduction 


in  1903  in  its  various  forms  and 
under  various  trade  names  has  been 
reported  by  Isbell  to  represent  some 
300  tons  in  1948  or  24  capsules  for 
each  person  in  the  United  States. 
Canadian  production  as  released  by 
the  Dominion  Bureau  of  Statistics 
shows  that  in  1951  the  production 
was  about  24,85  5 lbs.  and  in  1952 
it  was  approximately  36,175  lbs.  or 
an  increase  of  approximately  12,000 
lbs. — six  tons.  This  increase  in  con- 
sumption has  been  borne  out  by 
clinical  impressions  gained  in  con- 
tact with  alcoholic  patients.  From 
this  point  of  view  in  1950  and 
1951  one  seldom  saw  a patient  who 
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admitted  taking  capsules  along  with 
alcohol,  but  since  that  time  there 
has  been  quite  a swing  in  the  op- 
posite direction  so  that  now  one 
seldom  sees  a patient  who  has  not 
combined  the  two. 

Often  Unrecognized 
The  actual  incidence  of  chronic 
barbiturate  addiction  is  difficult  to 
estimate  since  it  is  not  a reportable 
condition.  Also  it  is  so  often  asso- 
ciated with  alcohol  or  with  other 
drug  addiction  that  it  is  not  recog- 
nized as  such  by  physicians  or  it  is 
misdiagnosed  for  organic  nervous 
system  disease.  Possibly  one  of  the 
reasons  for  the  emphasis  being 
placed  on  other  conditions  than 
barbiturate  is  the  fact  that  until 
recently  it  was  commonly  held  that 
these  drugs  did  not  produce  de- 
pendence and  so  could  be  used 
safely  to  palliate  the  symptoms  of 
various  other  types  of  illness.  This 
was  partially  produced  by  the  ad- 
vertising pressure  of  the  drug 
houses  who  within  the  past  seven 
years  have  put  '"May  Be  Habit 
Forming”,  on  their  labels.  Inade- 
quate control  of  distribution  has  in 
1953  been  remedied  by  more 
stringent  legislation  aimed  at  the 
loose  handling  by  physicians,  drug- 
gists and  the  availability  of  the 
drug  to  the  peddlars.  Now  barbi- 
turates alone  or  in  combination  to 
dose  of  1/32  gr.  require  prescrip- 
tion. 

^ "7/  is  part  of  the  cure  to  ^ 

wish  to  be  cured” 

— Seneca.  ^ 


There  is  evidence,  however,  from 
the  German  literature  that  barbi- 
turate addiction  was  recognized 
prior  to  1939  as  there  are  articles 
describing  convulsions  and/ or  a 
psychosis  resembling  the  delirium 
tremens  of  alcohol  following  with- 
drawal of  barbiturate  from  addicted 
persons.  During  this  period  much 
attention  was  paid  in  the  American 
and  English  literature  to  the  effects 
barbiturate  intoxication  to  the  ex- 
clusion of  recognition  of  the 
chronic  addiction  problems.  Be- 
tween 1922-45  the  increase  in 
fatalities  with  barbiturates  was  300 
percent  and  was  only  exceeded  by 
carbon  monoxide  poisoning.  Despite 
the  low  mortality  of  8 percent, 
barbiturates  cause  more  deaths  than 
any  other  solid  or  liquid  poison. 
They  are  also  the  most  common 
agents  used  in  suicidal  attempts 
and,  as  many  people  have  pointed 
out,  many  of  the  suicides  are  not 
intentional  but  are  the  result  of 
impaired  judgment  and  memory.  In 
this  way  individuals  who  are 
acutely  or  chronically  intoxicated 
with  the  drug  take  more  and  more 
and  finally  kill  themselves.  In  this 
way  also  the  alcoholic  who  after  a 
night  of  drinking  and  having  at- 
tained a high  blood  alcohol  level 
may  take  or  be  given  by  a physician 
or  friend  some  barbiturate  which 
could  potentially  be  fatal,  since 
these  two  chemicals  seem  to  have  a 
synergistic  action. 

Most  of  those  who  use  the  dnig 


Deaths  from  barbiturate  poisoning  total  somewhat  more  than 
400  yearly  in  the  general  population  of  the  United  States,  or  about 
one  and  a half  times  the  number  immediately  prior  to  World  War 
II,  according  to  the  Metropolitan  Life  Insurance  Company’s 
statisticians. 

Among  the  life  insurance  company’s  industrial  policyholders 
the  barbiturates  are  responsible  currently  for  30  percent  of  all 
deaths  from  accidental  poisoning.  With  a few  exceptions  the  vic- 
tims were  adults,  those  in  their  30’s  and  40’s  contributing  a large 
share  of  the  total,  and  women  outnumbered  men  in  the  ratio  of 
two  to  one. 

**  Greater  efforts  should  be  made  to  acquaint  the  general  public 
with  the  dangers  inherent  in  using  barbiturates  carelessly,”  the 
statisticians  observe.  'Turther  restrictions  on  the  sale  of  the  bar- 
biturates would  also  tend  to  reduce  the  death  toll.” 


for  the  purpose  of  chronic  intoxi- 
cation prefer  the  short-acting 
potent  types,  such  as  seconal, 
tuinal,  amytal  and  nembutal,  rather 
than  the  longer-acting  drugs,  such 
as  phenobarbital.  The  drugs  are 
usually  taken  orally,  although  it  is 
reported  that  some  of  the  narcotic 
addicts  will  inject  them  intraven- 
ously. The  use  of  them  parallels 
the  pattern  of  the  use  of  alcohol. 
They  may  be  taken  for  a one  night 
stand  or  for  short  bouts  or  over  a 
long  period  of  time — for  months 
and  years.  Until  recently,  they 
could  be  obtained  without  a pre- 
scription or  on  the  strength  of  an 
old  prescription  without  the  doctor’s 
ever  being  informed.  This  occurred 
early  in  my  experience  when  an 
original  prescription  for  a woman 
suffering  from  symptoms  related  to 


anxiety  state — for  24  capsules — 
was  prolonged  for  approximately 
two  years  without  my  knowledge 
and  during  this  period  she  went 
through  a normal  gestation  being 
delivered  of  a normal  child  before 
I saw  her  again  suffering  from 
chronic  intoxication,  at  which  time 
she  was  on  a dose  of  18-20  grains 
of  tuinal  per  day. 

Effects  Vary 

The  amount  of  daily  intake,  as 
with  alcohol,  to  maintain  a state 
of  chronic  intoxication  varies  from 
patient  to  patient  once  the  upper 
limits  of  tolerance  have  been 
reached.  The  effects  of  the  same 
dose  vary  markedly  in  the  same 
person  from  day  to  day.  Doses 
which  one  day  will  produce  marked 
intoxication  and  even  coma  will 
(Continued  on  Page  10) 
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Barbiturates 

{ Continued  from  Page  7 ) 
another  day  produce  only  mild 
signs  of  intoxication.  This  vari- 
ation in  effect,  as  with  alcohol,  may 
be  produced  by  as  little  as  grains 
and  is  partially  related  to  the  food 
intake.  The  effects  of  the  drug  on 
the  mood  of  the  addict  are  also 
variable  and  appear  to  be  related  to 
the  prevailing  mood  of  the  in- 
dividual. One  day  he  may  be  gar- 
rulous and  happy,  on  another  down- 
cast and  weeping.  As  with  alcohol, 
barbiturate  seems  to  accentuate  the 
basic  personality  pattern  in  the  in- 
dividual. Extraverted  individuals 
are  usually  euphoric,  talkative  and 
humorous;  shy  persons  more  with- 
drawn; schizoid  and  cyclothymic 
personalities  show  greater  mood 
swings.  Persons  addicted  to  barbi- 
turates develop  a partial  tolerance 
to  the  sedative  and  hypnotic  effects 
of  the  drug.  In  fact,  those  who  use 
these  drugs  sleep  only  an  hour  or 
two  more  per  day  than  they  do 
normally.  It  is  probable  that  no 
tolerance  can  be  developed  to  the 
lethal  effect  of  these  drugs  so  that 
taking  a large  dose  by  the  disturbed 
addict  may  be  just  as  likely  to  cause 
death  as  is  ingestion  of  the  same 
dose  by  a person  who  is  not  addict- 
ed to  these  drugs.  Tolerance  to  one 
type  of  barbiturate  in  animal  ex- 
periments conferred  partial  cross 
tolerance  to  others. 

Where  It  Starts 

From  the  point  of  view  of  eti- 
ology as  with  narcotics  and  alcohol 


addiction  personality  disorders  ap- 
pear to  be  the  most  important 
predisposing  cause  of  addiction  to 
barbiturates.  The  psycho-neurotic 
group  are  often  introduced  to  the 
drug  by  physicians  in  order  to  in- 
duce sleep  and  the  need  for  this 
may  become  more  prolonged  in 
many  of  these  people  who  then 
develop  a psychological  dependency 
with  a gradual  increase  in  dosage 
until  intoxication  may  be  reached. 
One  of  the  procedures  in  hospital 
practice — which  has  been  common 
to  my  experience  as  well  as  that  of 
others  with  whom  I have  discussed 
it — is  the  problem  of  the  nightly 
requests  of  the  nurses  on  the  ward 
for  a nightly  order  of  laxative  and 
sedative.  This  is  a ritual  that  in  his 
ignorance  and  with  a desire  to 
please  the  intern  signs  his  name  to 
and  which  results  in  potentially  an 
indifferent  attitude  toward  the  use 
of  barbiturates  as  well  as  forming 
an  unnecessary  association  in  the 
patient’s  mind  relating  these  drugs 
to  sleep  ability.  In  talking  with  the 
Sister  in  charge  of  the  dispensary  in 
one  large  city  hospital  she  stated 
that  she  had  been  alarmed  at  the 
increased  amount  of  barbiturates 
that  were  being  used  in  this  way 
prior  to  about  a year  ago.  Since 
that  time  she  finds  that  there  has 
been  a reduction  in  the  amount  of 
barbiturates  used  with  a change  to 
chloral  hydrate. 

The  psychopathic  personality 
uses  the  drug  to  obtain  intoxica- 
tion rather  than  sleep  and  such  a 
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person  tends  to  elevate  the  dose 
rapidly  from  the  onset.  In  both 
these  groups  we  have  those  who  use 
the  drug  either  along  with  alcohol 
or  narcotics,  when  these  may  not 
be  available,  or  to  reinforce  the 
effects  of  these  other  drugs.  An- 
other source  of  introduction  that 
I have  encountered  has  been  in  the 
alcoholic  who  has  been  given  the 
drug  during  the  withdrawal  phase 
from  alcohol  and  who  has  found 
he  experienced  a similar  effect  but 
now  with  a substance  that  did  not 
smell,  that  he  could  hide  better  and 
which  did  not  interfere  with  his 
appetite  and  so  he  could  take  them 
for  a longer  period  of  time. 

Clinical  Signs  of  Addiction 

The  clinical  picture  of  chronic 
bartiturate  intoxication  is  identical 
with  that  of  moderately  acute  in- 
toxication. The  phenomena  ob- 
served are  predominantly  due  to  the 
effect  of  the  drug  on  the  central 
nervous  system  and  may  be  divided 
into  mental  and  neurological  signs. 

The  mental  signs  of  barbiturate 
intoxication  include  impairment  of 
intellectual  functioning,  confusion, 
poor  judgment,  depression,  melan- 
cholia and  psychic  regression.  In- 
dividuals addicted  to  this  drug 
neglect  their  appearance,  became 
unkempt  and  dirty,  unshaven  and 
wear  soiled  clothes.  They  have  dif- 
ficulty in  performing  simple  tasks 
and  in  performing  simple  psycho- 
logical tests.  They  are  irritable, 
morose  and  quarrelsome  and  very 
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^'There  is  a growing  con- 
fidence in  psychiatry  and  a 
mounting  conviction  that  its 
principles  need  to  be  reintro- 
duced into  all  phases  of  medical 
practice,  to  rehtimanize  medi- 
cine and,  in  this  sense,  return 
to  medicine  as  a healing  art. 
This  occasion  may  well  mark 
the  remarriage  of  partners  who 
should  never  have  divorced  in 
the  first  place.** 

— Dr.  Walter  B.  Martin. 
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unreasonable  to  any  approach  on 
the  part  of  the  physician.  Their 
judgment  is  so  impaired  that  even 
when  they  are  so  intoxicated  that 
they  can’t  walk  they  will  continue 
to  take  the  drug.  This  condition 
has  been  labelled  automatism  and 
may  lead  to  death.  They  are  care- 
less with  cigarettes  and  constitute 
a very  real  fire  hazard.  They  be- 
come so  depressed  that  suicide  may 
be  a real  possibility.  They  regress 
to  an  infantile  level — have  to  be 
waited  on,  fed,  nursed  and  will  soil 
the  bed  and  lie  in  the  filth.  Emo- 
tional control  is  impaired  and  they 
are  likely  to  fight  over  minor  in- 
cidents or  fancied  insults.  Some 
addicts  become  hostile  and  develop 
mild  paranoid  ideas.  While  taking 
the  drug  the  addict  is  usually  cor- 
rectly orientated  in  time  and  place 
and  person  and  seldom  has  hal- 
lucination or  delirium.  True  toxic 
psychoses  are  rare  while  on  the 
drug  unless  superimposed  in  some 
other  form  of  chronic  mental  ill- 
ness. 

The  neurological  symptoms  may 
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be  quite  marked  and  may  be  sug- 
gestive of  organic  disease  such  as 
Parkinsonism,  multiple  sclerosis, 
cerebellar  tumor,  and  general 
paresis.  The  signs  observed  include 
ataxia  in  gait  and  station,  dysar- 
thria, nystagmus,  adiadokokinesis, 
hypotonia,  tremor,  decrease  in  ab- 
dominal reflexes,  occasional  ankle 
clonus  and  Babinski  sign.  There 
are  no  sensory  changes  or  deep  re- 
flex changes  unless  there  are  super- 
imposed nutritional  changes  which 
is  rare  since  barbiturate  addicts  who 
take  no  other  drug  usually  maintain 
a good  state  of  nutrition  as  com- 
pared with  the  alcoholic. 

Prior  to  1949  the  majority  of 
the  papers  that  occurred  in  the 
American  and  English  literature 
stated  that  no  abstinence  symptoms 
occurred  in  withdrawal  of  these 
drugs.  The  German  investigations 
have  been  more  astute  and  have 
recognized  since  1912  that  convul- 
sions and  delirium  may  follow 
abrupt  withdrawal  from  the 
chronic  intoxicated  patient  and  rec- 
ognized the  similarity  between  the 
abstinence  syndrome  and  delirium 
tremens  of  alcohol.  After  1940 
there  appeared  some  articles  in  the 
American  literature  reporting  ab- 
stinence symptoms  experimentally 
in  animals  and  clinically  in  man. 

In  1950  Isbell  and  his  group  con- 
ducted an  experiment  in  which  a 
group  of  five  morphine  addicts 
were  withdrawn  from  the  narcotic 
for  a period  of  time  and  then  ex- 


posed to  barbiturate  for  periods 
ranging  from  92  to  144  days.  Fol- 
lowing withdrawal  some  of  these 
patients  developed  convulsions, 
some  presented  a picture  of  de- 
lirium, and  some  exhibited  both. 
These  symptoms  did  not  occur 
while  they  were  taking  the  drug 
and  complete  recovery  occurred 
without  evidence  of  damage  that 
could  be  deduced  by  clinical  or 
psychometric  evaluation. 

When  It  Is  Withdrawn 

When  the  drug  is  immediately 
withdrawn  the  patients  appear  to 
improve  for  the  first  12  to  16 
hours.  Their  thinking  and  mental 
status  become  clearer  and  their 
neurological  signs  disappear.  As 
the  signs  of  intoxication  clear  the 
patients  become  apprehensive  and 
so  weak  they  can  hardly  stand. 
Fasiculation  of  various  muscle 
groups  and  coarse  tremor  of  hands 
and  face  may  be  seen.  The  deep  re- 
flexes are  hyperactive  and  slight 
stimuli  may  produce  excessive  mus- 
cular responses.  The  patients  can- 
not sleep,  are  nauseated,  have  ab- 
dominal cramps,  may  have  dia- 
rrhoea and  may  vomit  frequently. 
A weight  loss  may  occur  up  to  12 
lbs.  during  the  first  36  hours — due 
to  loss  of  body  fluids  and  decreased 
fluid  intake.  Concomitantly  there 
is  an  elevation  of  non-protein, 
nitrogen,  hypoglydaemia  and  hemo- 
concentration  due  possibly  to  dehy- 
dration. Changes  occur  in  pulse  and 
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blood  pressure  and  are  marked  when 
the  patient  stands.  There  are  no 
clinical  electrocardiograph  evidences 
of  myocardial  d a m a g e.  Weak- 
ness, tremor  and  anxiety  continue. 
Between  the  16  th  hour  and  the 
third  day  but  usually  about  the 
30th  hour,  one  or  more  grand  mal 
convulsions  will  occur.  They  may 
occur  several  times.  The  EEG  will 
show  paroxysmal  bursts  of  high 
voltage  slow  waves  before  the  con- 
vulsions occur  and  may  be  present 
after  the  convulsion  is  past;  after 
the  abstinence  syndrome  the  EEG 
will  return  to  normal.  Some 
patients  show  psychotic  disturb- 
ances often  heralded  by  24  to  48 
hours  of  insomnia.  These  patients 
will  experience  both  visual  and 
auditory  hallucinations  with  the 
former  predominating.  The  hal- 
lucinations resemble  those  seen  in 
patients  with  delirium  tremens. 
The  emotional  reaction  will  be  gov- 
erned by  the  basic  personality  of 
the  patient.  Some  patients  recover 
within  three  or  four  days  while 
others  may  require  two  to  three 
months.  Improvement  usually  be- 
gins with  the  return  of  the  ability 
to  sleep. 

Some  Are  Luckier 

The  symptoms  of  the  abstinence 
syndrome  vary  considerably  from 
patient  to  patient.  Some  individ- 
uals escape  without  experiencing 
more  than  weakness  and  anxiety. 
Others  have  convulsions  but  not  a 
psychosis  and  others  have  both. 

The  treatment  of  barbiturate  ad- 


^ contagion  of  a sick  ^ 

mind  affects  the  bodyd* 

^ — Ovid,  ^ 

diction,  like  that  of  alcohol  or  nar- 
cotic addiction,  can  be  divided  into 
two  phases  — withdrawal  of  the 
drug  and  subsequent  rehabilitation 
and  psychotherapeutic  treatment. 
Abrupt  withdrawal  has  been  con- 
sidered by  Isbell  to  be  absolutely 
contra-indicated.  However,  in  my 
experience  a decision  in  several 
cases  to  carry  out  abrupt  with- 
drawal has  been  based  on  the  daily 
intake  when  the  patient’s  history  is 
reliable.  With  cooperative  patients 
I have  had  success  in  withdrawing 
the  drug  on  an  out-patient  basis  by 
a program  of  gradual  reduction  of 
dosage  based  on  reducing  by 
grains  per  day.  In  those  cases 
where  the  patient  is  withdrawn  in 
the  hospital  setting  they  are  first 
stabilized  on  a dosage  divided  four- 
hourly  that  maintains  them  com- 
fortably, and  then  their  daily  in- 
take is  reduced  by  approximately 
1 2 grains.  Sometimes  it  is  neces- 
sary if  the  patient  becomes  appre- 
hensive, nervous  and  weak  to  ele- 
vate the  dose  and  maintain  them  at 
that  level  for  a day  or  two  before 
carrying  on  with  the  withdrawal. 

The  use  of  anti-convulsant  medi- 
cation such  as  dilantin  and  myso- 
line  has  been  tried  but  their  effec- 
tiveness is  hard  to  evaluate  due  to 
the  lack  of  controls.  Isbell  has  been 
of  the  opinion  that  their  effective- 
ness is  very  controversial  and  feels 
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rather  that  the  important  thing  to 
remember  is  a slow  and  prolonged 
withdrawal  phase  lasting  up  to  21 
days  if  necessary. 

General  Rehabilitation 

General  rehabilitation  measures 
consist  of  dietary,  social,  vocational, 
recreational  procedure.  Small  doses 
of  insulin  before  meals  often  aid 
the  dietary  problem  although  ap- 
petite usually  returns  to  normal 
after  the  withdrawal  period.  The 
general  rehabilitation  measures  are 
only  supportive.  Psychological 
treatment  directed  toward  the 
patient’s  personality  needs  is  neces- 
sary if  any  constructive  result  is  to 
be  expected.  Group  therapy  and 
other  specific  therapy  such  as  ECT 
may  be  necessary  when  indicated. 

After  the  withdrawal  period  has 
been  successfully  accomplished  a 
more  detailed  psychological  study 
of  the  patient  may  be  made  in  order 
a start  a psychotherapeutic  program 


aimed  at  reducing  the  underlying 
factors  in  the  addiction. 

When  individual  therapy  is 
found  to  be  suitable  it  must  usually 
be  planned  over  a long  period  of 
time.  Many  of  the  older  addicts 
with  fixed  patterns  will  not  be  as 
suitable  for  such  therapy  as  the 
younger  addict  in  whom  the  ego 
strength  is  relatively  well  developed 
and  who  express  or  are  capable  of 
expressing  overt  anxiety  and  whose 
goals  and  strivings  show  a good 
contact  with  reality  and  an  aware- 
ness of  social  and  cultural  demands. 

The  prognosis  in  chronic  barbi- 
turate addiction  must  always  be 
guarded.  In  our  experience  those 
patients  with  character  disorders 
showed  evidence  of  multiple  addic- 
tion and  did  very  poorly.  In  the 
psychoneurotic  group  many  had 
been  started  by  a physician  to  re- 
lieve insomnia  and  these  people 
showed  good  motivation  with  a 
higher  recovery  rate  with  psycho- 
therapeutic help  after  withdrawal. 


DEVELOPMENTS 


In  British  Columbia  . . . 

EDWARD  D.  McRAE,  31,  former  assistant  administrator  of 
social  welfare  for  Saanich  municipality,  has  been  appointed 
executive  director  of  the  Alcoholism  Foundation  of  B.C. 

H.J.  SEED,  president  of  the  Alcoholism  Foundation  of  B.C.,  has 
indicated  plans  for  opening  a treatment  clinic  in  Vancouver 
next  fall. 

In  Alberta  ... 

J.  GEORGE  STRACFIAN,  executive  director  of  the  Alcoholism 
Foundation  of  Alberta,  has  announced  that  an  information  centre 
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will  be  opened  in  Calgary  in  July.  Later  a Calgary  out-patient 
clinic  will  be  established. 

D.  R.  McNAUGHTON,  former  police  constable,  has  been  ap- 
pointed assistant  superintendent  of  the  Belmont  Rehabilitation 
Clinic  for  Alcoholics  operated  by  the  Alberta  government. 

FIRST  ALBERTA  SCHOOL  OF  ALCOHOL  STUDIES,  spon- 
sored by  the  Alcoholism  Foundation  of  Alberta,  is  to  be  held 
Aug.  30  to  Sept.  3 at  the  University  of  Alberta. 

In  Saskatchewan  . . . 

HON.  J.  H.  STURDY,  Minister  of  Social  Welfare  and  Re- 
habilitation for  Saskatchewan,  has  announced  the  appointment 
of  a 10-member  advisory  committee  on  alcoholism  to  advise  the 
government  on  planning  a program  to  deal  with  problem  drink- 
ing. It  is  to  work  in  cooperation  with  the  Bureau  on  Alcoholism 
set  up  last  October  under  the  direction  of  J.  F.  A.  Calder. 

In  Manitoba  . . . 

ATTORNEY-GENERAL  IVAN  SCHULTZ  has  indicated  to 
the  Manitoba  Legislature  that  there  will  soon  be  an  out-patient 
clinic  for  the  treatment  of  alcoholism  in  the  province. 

In  Ontario  . . . 

LEADING  SCIENTISTS  from  Europe  and  the  Americas  are 
accepting  the  invitation  of  the  Alcoholism  Research  Foundation 
to  participate  in  a research  symposium  on  alcoholism  to  be  held 
immediately  prior  to  the  Fifth  International  Congress  on  Mental 
Health  in  Toronto  next  August. 

THE  CANADIAN  CONFERENCE  ON  SOCIAL  WORK  has 
invited  the  Alcoholism  Research  Foundation  to  put  on  a special 
institute  on  alcoholism  for  social  workers  from  all  parts  of  Can- 
ada in  Toronto  June  24  and  25. 

A GRANT  OF  $3,000  has  been  made  by  the  Alcoholism  Re- 
search Foundation  to  Dr.  Andrew  M.  Park,  attending  staff 
physician  at  Toronto  Western  Hospital  and  consultant  to  the 
Foundation’s  Brookside  Clinic,  to  carry  out  an  intensive  bio- 
chemical and  metabolic  study  of  alcoholic  patients.  It  is  es- 
timated that  the  battery  of  tests  employed  will  cost  more  than 
$65  per  patient. 
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The  Alcoholism  Research  Foundation  was  established  in 
1949  by  an  act  of  the  Ontario  Legislature.  Its  function  is  ( 1) 
to  conduct  and  promote  a program  of  research  in  alcoholism, 
and  (2)  to  conduct,  direct,  and  promote  programs  for  (a)  the 
treatment  of  alcoholics,  (b)  the  rehabilitation  of  alcoholics, 
and  (c)  experimentation  in  methods  of  treating  and  rehabili- 
tating alcoholics.  The  Foundation  is  also  charged  with  the 
responsibility  of  maintaining  a broad  program  of  public  educa- 
tion aimed  at  creating  understanding  of  alcoholism  and  work- 
ing ultimately  toward  its  prevention. 

The  services  of  the  Foundation  are  available  to  any  resident 
of  Ontario  who  has  a problem  with  alcohol  and  who  has  a 
genuine  desire  for  help  in  solving  it. 


Members  of  fhe  Foundotion 

Honourable  Mackinnon  Phillips,  M.D.,  C.M. 

Honorary  Chairman 

I.  P.  McNabb 

Chairman 

C.  R.  G>nquergood  A.  D.  Kelly,  M.B. 

W.  K.  Dalglish  J.  J.  Page 

H.  M.  Gully  W.  F.  Prendergast 

S.  R.  Stevens 

Medical  Advisory  Board 

J.  A.  MacFarlane,  O.B.E.,  M.B. 

Chairman 

A.  B.  Stokes,  C.B.E.,  B.M.  G.  E.  Hobbs,  M.D.,  M.P.H. 

F.  R.  Farquharson,  M.B.,  D.Sc.,  (Hon.)  J.  M.  Blackburn,  Ph.D. 

J.  K.  W.  Ferguson,  M.B.E.,  M.D.  J.  P.  S.  Cathcart,  M.D. 

G.  H.  Ettinger,  M.B.E.,  M.D. 


H.  David  Archibald,  M.S.W.,  Executive  Director 
John  D.  Armstrong,  M.D.,  Medical  Director 
Robert  R.  Robinson,  Director  of  Education 
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Alcoholism  Research  Meeting  Fruitful 


For  four  full  days  (August  9 
through  12),  29  men  vitally 
concerned  with  solving  the  riddle 
of  alcohol  addiction  met  in  Toron- 
to under  the  auspices  of  the  Alco- 
holism Research  Foundation  of  On- 
tario and  gave  every  aspect  of  the 
subject  a thorough  working-over. 
Pharmacology,  biochemistry,  phy- 
siology, psychology,  psychiatry,  an- 
thropology, sociology,  clinical  me- 


dicine, and  education  met  in  what 
the  dean  of  them  all.  Dr.  E.  M. 
Jellinek  of  the  World  Health  Or- 
ganization described  as  "a  clarify- 
ing process’*. 

'"Some  of  that  clarifying  process 
is  the  process  of  digestion  and  of 
imagination  in  thinking  about  the 
thing,  and  some  is  in  the  re-evalu- 
ation of  certain  facts  and  certain 
theories  about  those  facts  in  the 


light  of  new  facts/’  summed  up 
Dr.  Jellinek  as  the  final  session 
drew  to  a close. 

He  referred  to  a presentation  by 
Dr.  Harris  Isbell,  director  of  re- 
search at  the  Addiction  Research 
Center,  Lexington,  Kentucky,  in 
which  Dr.  Isbell  had  demonstrated 
the  development  of  alcohol  addic- 
tion and  the  results  of  withdrawal 
from  the  substance. 

D.T/s  and  Withdrawal 

*'In  the  light  of  Dr.  Isbell’s  pres- 
entation I have  been  rethinking  a 
bit  the  matter  of  delirium  tre- 
mens,” Dr.  Jellinek  explained.  *'In 
view  of  the  fact  that  thousands 
and  thousands  of  alcoholics  do  not 
get  delirium  tremens  when  they 
stop,  we  are  liable  to  say,  and  have 
said,  that  it  is  not  due  to  with- 
drawal. We  have  so  often  said  that 
delirium  tremens  comes  about  most 
of  the  time  in  the  way  of  serious 
fractures,  pneumonia,  and  infec- 
tious diseases,  and  we  have  sur- 
mised that  we  are  dealing  there 
with  a lowered  resistance.  Due  to 
that  lowered  resistance  suddenly 
the  delirium  tremens  snaps  out;  but 
in  view  of  what  Dr.  Isbell  has  dis- 
covered we  must  seriously  consider 
whether  these  fractures,  pneumonia 
and  other  things  which  we  have 
taken  as  the  precipitating  causes  do 
not  represent  simply  a cause  for 
withdrawal.  That  is,  because  of 
these  conditions  the  alcoholic  is 
cut  off  from  his  supply. 

*T  think  it  has  to  be  considered 
very  seriously;  so  that  we  may  have 
to  say  that  withdrawal  can  bring 


about  delirium  tremens.  In  view 
of  the  uncommonness  of  this,  how- 
ever, it  may  be  that  it  occurs  only 
in  a certain  type  of  alcoholic.  Per- 
haps it  will  be  the  type  where  very 
large  amounts  are  taken  over  a 
fairly  long  period — and  I don’t 
mean  years,  but  let  us  say  20  days 
or  something  like  that. 

**I  brought  this  up  as  an  example 
of  rethinking  things,  of  re-evalu- 
ating certain  facts  in  the  light  of 
newly  discovered  facts.  Of  course, 
this  clarifying  process  can  first  take 
place  only  in  a very  narrow  circle 
of  experts.  There  is  quite  a lag 
until  it  goes  into  the  wider  circle 
of  professional  men,  and  an  even 
greater  lag  until  it  goes  over  into 
general  awareness  and  acceptance. 

*'Some  of  this  has  started  right 
here  in  this  narrow  circle,  and  by 
and  by  it  will  have  its  reper- 
cussions . . .” 

Leavening  Effect 

This,  then,  was  the  real  accom- 
plishment of  those  rigorous  four 
days  of  discussion  — clarification 
and  amplification  of  the  thinking 
of  those  present  on  matters  related 
to  alcoholism  in  its  many  aspects. 
The  fact  that  many  disciplines  par- 
ticipated means  that  the  thinking 
by  the  leaders  in  each  field  will 
henceforward  be  leavened  by  an 
appreciation  of  what  the  other  fields 
of  Study  have  to  contribute  to  this 
admittedly  complex  problem. 

There  follows  now  a brief  sum- 
mary of  each  day’s  proceedings  pre- 
pared by  the  respective  chairmen 
for  those  days. 


1.  The  Nature  of  Alcoholie  Disease 


Dr*  /.  K,  W.  Ferguson,  profes- 
sor of  pharmacology,  University  of 
Toronto,  and  member  of  the  medi- 
cal advisory  board.  Alcoholism  Re- 
search Foundation,  reports  as  fol- 
lows on  the  first  day: 

All  who  work  in  the  field  of 
alcohol  problems  — whether  in  re- 
search or  as  clinicians,  educators  or 
administrators — meet  with  the  vex- 
ations of  an  inconsistent  terminol- 
ogy. Different  writers  use  the  same 
words — including  some  of  the  fun- 
damental ones,  as  alcoholism  — in 
different  senses.  Nor  is  it  rare  for 
the  same  writer  in  the  same  article 
to  use  the  same  word  in  two  differ- 
ent meanings.  The  confusion  may 
be  compounded  when  similar  words 
are  translated  from  one  language 
into  another. 

Since  discordant  language  hinders 
efficient  communication  among 
scientists  and  in  the  professions, 
various  authorities  have  tried  occa- 
sionally to  establish  precise  defini- 
tions of  trouble-giving  terms.  In 
the  past  two  years  three  separate 
committees  have  tackled  questions 
of  terminology  in  this  sphere.  The 
indifferent  results  from  past  efforts 
of  this  sort  have  led  to  the  follow- 
ing  suggestions: 

1.  There  is  little  likelihood  that 
advantage  will  be  gained  from 
forming  an  '^authoritative”  lexicon 
in  which  ideal  definitions  of  words 
or  terms  are  provided. 

2.  Instead,  the  determining 
force  of  usage  in  the  application  of 


language  should  be  recognized  and 
a collection  of  definitions  should  be 
formed  in  which  each  term  is  listed 
with  its  variety  of  meanings  as  dis- 
covered in  the  literature. 

3.  This  lexicon  based  on  usage 
should  be  offered  to  workers  in  the 
field  as  a non-authoritarian  guide 
to  terminology. 

It  is  assumed  that  such  a guide, 
because  it  defines  by  usage  and 
gives  multiple  meanings,  will  be 
interesting  and  helpful  to  the  sev- 
eral classes  of  workers  in  the  field. 
The  problems  raised  by  varied  and 
contradictory  uses  of  the  same 
terms  will  thus  force  themselves 
on  the  attention  of  those  who  con- 
sult such  a lexicon.  Increased  dis- 
crimination in  the  selection  of 
terms  may  be  expected  to  develop, 
and  writers  will  feel  the  need  to 
clarify  their  own  use  of  terms 
which  have  multiple  or  shaded 
meanings.  This  process,  in  time, 
may  aid  the  survival  of  efficient 
terms  and  the  disappearance  of 
relatively  troublesome  ones.  It 
should  contribute  to  the  most  ra- 
tional employment  of  the  essential 
terms  which  have  long-established 
trouble-giving  usages. 

A selected  vocabulary,  with  a 
limited  number  of  annotations,  is 
offered  as  a first  approach  to  this 
method  of  dealing  with  the  prob- 
lems of  terminology.  TTie  vocabu- 
lary compiled  by  Mr.  Keller  will 
be  published  later  in  full.  To  illus- 
trate the  nature  of  the  vocabulary 
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it  may  be  mentioned  that  six  defi- 
nitions for  Alcoholism  were  re- 
corded. By  the  end  of  the  day 
there  was  general  agreement  among 
the  delegates  that  the  first  one, 
which  agrees  closely  with  that 
adopted  by  the  Sub-committee  on 
Alcoholism  of  the  World  Health 
Organization,  was  the  most  useful. 
The  definition  states: 

chronic  diseasCy  or  disorder 
of  behaviour y characterized  by 
the  repeated  drinking  of  alco- 
holic beverages  to  an  extent  that 
exceeds  customary  dietary  use  or 
ordinary  compliance  with  the 
social  drinking  customs  of  the 
community y and  that  interferes 
with  the  drinker^s  healthy  inter- 
personal relations  or  economic 
functioning,^^ 

Dr.  H.  Isbell  presented,  with 
comments,  a documentary  film  en- 
titled ''Experimental  Chronic  Al- 
coholic Intoxication”.  Dr.  Isbell’s 
experiments  provide  convincing 
evidence  that  withdrawal  of  alco- 
hol or  diminution  of  the  daily  in- 
take can  precipitate  severe  disorders 
analogous  to  delirium  tremens  in 
spite  of  a rich  dietary  intake  with 
vitamin  supplements.  These  experi- 
ments support  the  view  that  ad- 
dictive properties  of  alcohol  as  a 
drug  are  not  negligible  and  that 
withdrawal  reactions  after  chronic 
toxic  exposures  to  alcohol  may  be 
very  severe  and  attributable  very 
directly  to  alcohol  itself. 

Dr.  J.  H.  Quastel  presented  data 
on  the  action  of  alcohol  on  the 
respiration  of  isolated  brain  tissue. 


and  outlined  his  views  on  the 
mechanisms  by  which  alcohol  al- 
ters the  metabolism  of  nerve  cells, 
and  on  possible  mechanisms  by 
which  tolerance  to  alcohol  may  be 
induced  in  higher  animals.  In  brief, 
alcohol  does  not  depress  the  con- 
sumption of  oxygen  by  unstirnu- 
lated  nerve  cells,  but  it  does  depress 
the  consumption  of  oxygen  by 
nerve  cells  which  have  been  stimu- 
lated by  increasing  the  potassium 
content  of  the  fluid  medium. 

Dr.  Quastel  was  asked  if  he 
could  explain  how  pyridoxine 
might  alleviate  the  signs  of  acute 
alcoholic  intoxication.  This  ques- 
tion brought  out  a sharp  difference 
of  opinion  among  the  delegates  as 
to  whether  pyridoxine  really  does 
alleviate  intoxication.  Delegates 
from  Europe  were  quite  convinced 
that  it  does. 

Obesity  and  Alcoholism 

Dr.  G.  Lolli  commented  on  the 
similarities  and  differences  between 
obesity  and  alcoholism  pointing  out 
some  advantages  of  treating  pa- 
tients with  these  two  different  ab- 
normalties  of  appetite  in  the  same 
clinic  and  by  the  use  of  similar 
philosophic  concepts. 

Dr.  J.  Mardones  presented  an 
analysis  of  the  sequence  and  fre- 
quency of  development  of  seven 
typical  manifestations  of  alcohol- 
ism in  a group  of  51  male  patients 
in  Chile.  The  pattern  coincided  in 
general  with  that  described  by  Dr. 
Jellinek.  The  authors  stressed,  how- 
ever, the  frequency  with  which 


dangerous  manifestations  of  addic- 
tive drinking  were  evident  at  an 
early  age  in  their  patients.  Dr. 
Mardones  also  submitted  a provoca- 
tive communication  supporting  the 
value  of  experiments  on  rats  as  a 
method  of  studying  factors  of  im- 
portance in  the  production  of  al- 
coholism. The  experiments  report- 
ed included  various  situations  in 
which  rats  increased  their  volun- 
tary intake  of  alcohol.  From  the 
tone  of  the  discussion  it  was  evi- 
dent that  the  group  tended  to  be 
sceptical  of  the  relevance  of  ex- 
periments on  rats  to  alcoholism  in 
humans.  Yet  it  was  admitted  that 
experiments  of  this  type  may  sup- 
ply the  clue  to  some  metabolic 
factor  of  importance  in  alcoholism. 

Labels  Resented 

Dr.  R.  G.  Bell  pointed  out  that 
certain  terms  presently  used  to  de- 
scribe types  or  manifestations  of 
alcoholism  arouse  resentment  in 
patients,  who  resent  being  labelled 
as  alcoholics  or  alcohol  addicts  but 
will  admit  that  they  have  problems 
with  alcohol.  He  suggested  that 
patients  may  be  classified  usefully 
according  to  (a)  their  degree  of 
dependence  on  alcohol;  (b)  the 
nature  of  their  reaction  to  alcohol, 
i.e.  according  to  the  degree  of  ab- 
normality of  their  reaction  to 
alcohol. 

Much  discussion  was  devoted  to 
certain  terms  used  to  describe 
stages  or  phases  of  alcoholism.  It 
was  clear  that  the  expressions  **loss 
of  control”,  "alcohol  addiction” 


and  "intoxication”  were  subject  to 
various  interpretations  and  some 
misunderstanding.  It  was  agreed 
that  the  language  of  science  must 
evolve  in  accord  with  the  usage  of 
those  with  experience  and  interest 
in  the  subject  and  that  more  prog- 
ress will  be  achieved  by  discussion 
and  criticism  than  by  resolutions  or 
authoritative  pronouncements. 

Such  an  attitude  places  the  re- 
sponsibility of  defining  terminology 
exactly  where  it  belongs,  namely 
on  the  shoulders  of  each  author 
who  writes  in  this  or  any  other 
field. 

Difference  in  Emphasis 

An  interesting  difference  in 
viewpoint  among  the  delegates  con- 
cerned the  relative  importance  of 
what  may  be  called  psychological 
as  opposed  to  chemical  factors  in 
the  development  of  alcoholism. 
Some  observers  tend  to  minimize 
the  importance  of  alcohol  and  its 
pharmacological  actions  as  causal 
factors  and  emphasize  the  import- 
ance of  disorders  of  personality  or 
of  social  stresses.  Others  prefer  to 

. i '^Mos/  of  us  live  out  our  lives  9 
with  a false  picture  of  ourselves 
^ which  we  will  not  surrender;  we  ^ 

^ dread  the  pain  of  finding  our-  ^ 
selves  less  noble  than  we  like  to 
^ believe.  We  strain  reality  through  ^ 
a sieve  of  self-love,  keeping  out 
^ whatever  truth  would  hurt  us.**  ^ 
— Bishop  Fulton  J.  Sheen. 
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view  alcoholism  mainly  as  the  ef- 
fects of  chronic  exposure  to  a toxic 
chemical.  To  some  extent  differ- 
ences in  emphasis  reflect  differences 
in  philosophy  of  the  observers, 
however  one  may  conclude  that 
patients  differ  greatly  in  propor- 
tional importance  of  various  fac- 
tors in  the  development  of  their 
disorder.  Different  groups  avail- 
able for  study  by  different  ob- 
servers must  also  differ  and  influ- 
ence the  general  conclusion  of  the 
investigator.  The  conclusion  which 
seems  to  follow  logically  is  that 
arguments  about  the  relative  im- 
portance of  various  factors  gener- 
ally are  likely  to  be  pointless.  For 

n.  The  Magnitude 

Dr.  E.  M.  JelUneky  consultant  on 
alcoholism,  World  Health  Organi- 
zation, Geneva,  prepared  the  fol- 
lowing report  on  the  second  day  in 
collaboration  with  Mr.  Mark  Keller, 
editor,  publications  division,  Yale 
Center  of  Alcohol  Studies,  New 
Haven,  Conn.: 

The  topic  for  the  second  day  of 
this  symposium  was  "The  Magni- 
tude of  the  Problem.”  The  discus- 
sion revolved  mainly  about  the 
problems  of  the  determination  of 
(a)  the  number  of  alcoholics  and 
other  excessive  drinkers;  (b)  the 
prevailing  drinking  patterns  and 
(c)  attitudes  towards  drinking  in 
a nation  or  specified  area  or  popu- 
lation group.  It  was  agreed  that 
the  magnitude  of  the  problem  can- 
not be  measured  solely  in  terms  of 


the  therapy  of  individual  patients 
it  is  essential  to  assess  in  each  case 
the  importance  of  all  possible  fac- 
tors, toxic,  psychological  or  social. 
For  programs  of  prevention  it  is 
equally  essential  to  assess,  for  the 
group  concerned,  the  relative  im- 
portance of  these  factors. 

Throughout  the  day  comments 
were  often  made  to  the  effect  that 
alcoholism,  as  defined  above,  is  by 
no  means  the  only  kind  of  problem 
of  importance  to  society.  Limita- 
tion of  attention  to  alcoholism  may 
well  exclude  proper  consideration 
of  other  problems  connected  with 
alcohol  which  are  of  importance  to 
public  health  in  the  broadest  sense. 

of  the  Problem 

the  number  of  alcoholics.  Infor- 
mation must  be  sought  also  on  oc- 
casional excessive  drinkers  and  on 
the  predominant  types  of  social  and 
individual  damage  arising  from 
such  excess — for  example,  on  the 
incidence  of  industrial  absenteeism, 
accidents,  violence  and  family  dis- 
ruption. 

Knowledge  concerning  drinking 
habits  or  drinking  patterns,  and  on 
attitudes  towards  drinking,  by  sex 
and  by  various  population  groups, 
is  indispensable  for  devising  systems 
of  public  care  for  alcoholics  and 
measures  for  the  prevention  of  al- 
coholism and  other  forms  of  exces- 
sive drinking.  The  delegates  were 
in  general  agreement  that  alcohol- 
ism is  only  one  of  the  problems  of 
alcohol  and  that  the  magnitude  of 


the  extent  of  the  former  does  not 
always  necessarily  reflect  the  mag- 
nitude of  the  totality  of  alcohol 
problems  in  different  countries. 
Consequently,  whenever  possible,  a 
survey  should  endeavour  to  em- 
brace all  of  these  aspects. 

The  number  of  alcoholics  may 
be  determined  through  the  use  of 
an  estimation  formula  or  through 
actual  field  surveys. 

Estimation  Formula 

The  estimation  formula  current- 
ly used,  known  as  the  Jellinek 
Estimation  Formula,  has  stood  the 
test  of  comparison  with  field  sur- 
veys, but  nevertheless  suffers  from 
certain  weaknesses.  The  discussion 
group  felt  that  the  validity  of  the 
various  constants  figuring  in  the 
formula  must  be  made  subject  to 
careful  analysis  first,  separately  for 
each  country,  and  second,  within  a 
given  country  at  appropriate  inter- 
vals— for  example,  every  five  years; 
furthermore,  that  the  ratio  of  alco- 
holics with  complications  to  alco- 
holics without  complications  should 
be  established  for  each  country  and 
be  reviewed  from  time  to  time. 
No  doubt  a well-devised  and  con- 
ducted field  survey  is  preferable  to 
an  estimate  arising  from  a formula. 
Such  an  estimate  may  be  regarded 
as  a temporary  measure  allowing 
tentative  orientation  in  the  magni- 
tude of  the  problem  where  field 
surveys  have  not  been  made. 

There  are  at  least  two  main 
types  of  field  surveys  for  the  esti- 
mation or  full  determination  of  the 


number  of  alcoholics  in  a country 
or  in  its  geographic  divisions.  One 
method  relies  on  ^'informants,”  the 
other  on  personal  interviews.  In 
either  method  one  of  the  main  con- 
siderations must  be  the  criteria  for 
establishing  the  justified  use  of  the 
term  "alcoholism.” 

A field  survey  based  on  data 
furnished  by  informants  and  car- 
ried out  in  "X  County”  in  the 
Province  of  Ontario  was  reported 
by  Mr.  Robert  J.  Gibbins.  In  this 
survey  definitions  of  "problem 
drinkers,”  "alcohol  addicts”  and 
"chronic  alcoholics”  were  consist- 
ently followed  by  the  investigators. 
The  informants  were  Alcoholics 
Anonymous,  employers,  clergymen, 
institutions,  military  authorities, 
physicians,  psychiatrists,  police, 
school  officials,  social  agencies, 
service  clubs  and  professional  bod- 
ies. Care  was  taken  to  account  for 
all  possible  overlaps.  The  number 
of  alcoholics  revealed  by  this  sur- 
vey showed  a surprisingly  close 
agreement  with  the  number  com- 
puted by  the  estimation  formula. 
Mr.  Robert  E.  Popham  demon- 
strated the  manner  in  which  the 
P factor  in  the  estimation  formula 
was  established  for  Ontario. 

Chilean  Survey 

A survey  based  on  personal  in- 
terviews in  a 10  percent  sample  of 
three  districts  of  Santiago,  Chile, 
was  reported  by  Dr.  J.  Mardones. 
The  investigators  were  Drs.  A. 
Varela  and  J.  Marconi.  The  data 
have  not  yet  been  published.  The 
criteria  of  alcoholism  in  this  study 


were  morning  drinking,  frequency 
of  intoxication,  occurrence  of  pro- 
longed bouts,  and  the  quantities 
habitually  consumed.  In  the  three 
districts  surveyed,  populated  ex- 
clusively by  the  lower  laboring 
classes,  the  incidence  of  alcoholism 
was  eight  percent  in  the  adult 
males.  Another  10  percent  exhibit- 
ed '^dangerous  drinking  habits.” 

The  discussion  of  these  surveys 
showed  that  the  delegates  were  not 
concerned  with  the  relative  merit 
of  the  two  methods  but  regarded 
as  decisive  the  question  of  their 
feasibility  in  various  cultures.  Gen- 
erally, the  direct  interview  — 
granted  that  criteria  and  method 
of  interview  are  adequate — is  nearer 
to  the  desired  aim,  but  in  many 
areas  cultural  barriers  render  this 
approach  impossible. 

A survey  in  Sweden,  based  large- 
ly on  official  records  of  the  Temp- 
erance Boards  and  of  the  Swedish 
liquor  monopoly,  as  well  as  on  cer- 
tain personal  interviews,  was  de- 
scribed by  Dr.  Leonard  Goldberg. 
In  this  study,  largely  legal  defini- 
tions were  used.  This  type  of  en- 
quiry is  possible  only  in  countries 
which  have  such  public  care  and 
control  systems  as  Sweden,  Nor- 
way and  Finland. 

The  Drinking  Pattern 

Surveys  of  drinking  patterns  in 
terms  of  occasions^  locales,  types 
of  beverage  (including  nonalco- 
holic beverages),  and  quantities 
consumed  are  in  their  beginning 
stages.  A survey  carried  out  in 


Italy  by  the  Doxa  Institute  may 
serve  as  an  example.  The  survey 
used  a stratified  sample  and  thus 
yielded  information  on  the  above 
items  by  sex,  age  groups,  geogra- 
phic regions  and  occupational 
groups.  Aside  from  giving  a pic- 
ture of  customs  related  to  drinking 
with  and  apart  from  meals,  and  of 
preferences  for  various  types  of 
wines  and  other  beverages,  the 
Doxa  report  attempted  also  to  esti- 
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mate  the  incidence  of  excessive 
drinking.  For  the  latter  the  cri- 
terion was  one  litre  or  more  of  wine 
per  day.  The  delegates  noted  that, 
by  the  standards  of  some  other 
countries,  notably  France,  this 
would  not  be  regarded  as  excessive. 
In  the  terms  of  the  Doxa  survey, 
four  per  cent  of  the  adult  popula- 
tion in  Italy  are  '"excessive 
drinkers,”  equal  to  2.7  percent  of 
the  total  population.  No  attempt 
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was  made  to  estimate  the  number 
of  alcoholics. 

A questionnaire  of  60  items, 
which  aims  at  gathering  informa- 
tion on  drinking  customs  and  atti- 
tudes, and — through  indirect  ques- 
tions— also  at  a first  approximation 
of  the  incidence  of  alcoholism,  was 
submitted  by  Professor  E.  M.  Jel- 
linek.  The  questionnaire  is  intend- 
ed as  a guide  for  surveyors,  not  to 
be  filled  out  by  interviewees. 

It  was  noted  that  surveys  on 
drinking  patterns  as  well  as  on  the 
incidence  of  alcoholism  and  other 
forms  of  excessive  drinking  should 
preferably  be  carried  out  on  strati- 
fied samples  rather  than  on  random 
samples. 

Attitude  Survey 

The  French  journal  Population 
recently  published  a survey  of 
French  attitudes  towards  the  use 
of  wine.  The  sample  was  stratified. 
The  main  findings  were  that,  in 
French  public  opinion,  a working 
man  may  drink  two  litres  per  day 
without  harm.  A woman  may 
drink  close  to  one  litre  per  day, 
and  a child  one-fourth  of  a litre 
per  day  without  harm.  Eighty  per 
cent  of  the  interviewees  stated  that 
wine  is  healthy  and  nutritious, 
though  some  thought  it  was  harm- 
ful for  athletes.  A fairly  large  pro- 
portion stated  that  wine  is  indis- 
pensable for  the  worker;  a larger 
proportion  said  that  it  is  useful. 
Where  such  opinions  as  these  pre- 
vail, alcoholism  may  develop  in  in- 
dividuals with  a relatively  small 
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degree  of  vulnerability,  since  the 
social  acceptance  of  the  consump- 
tion of  large  amounts  may  facili- 
tate the  process.  The  delegates 
were  of  the  opinion  that  similar 
questions  on  attitudes  should  be 
included  in  surveys  of  drinking 
patterns. 

Eating  and  Drinking 

Dr.  Giorgio  Lolli  reported  on  a 
survey  of  dietary  patterns,  includ- 
ing the  drinking  of  alcoholic  and 
other  beverages,  in  samples  of  first, 
second  and  third  generation  Ameri- 
cans of  Italian  extraction,  and 
Italians  in  Italy.  This  survey  in- 
cluded multiple  personal  interviews 
with  all  subjects  as  well  as  physical 
and  psychological  examinations. 
The  results  revealed  an  Italian  pat- 
tern of  almost  exclusive  wine 
drinking,  and  almost  exclusively 
with  meals,  the  beverage  being  a 
recognized  part  of  meals  and  sup- 
plying, by  computation,  substan- 
tial portions  of  the  caloric  intake 
of  large  segments  of  the  popula- 
tion. This  extensive  dietary  use  of 
wine  is  not  associated  with  any 
marked  incidence  of  alcoholism. 
Succeeding  generations  of  Ameri- 
cans of  Italian  descent  tend  increas- 
ingly to  adopt  new  patterns  of 


drinking,  marked  by  the  consump- 
tion of  less  wine  and  more  of  other 
beverages,  and  by  drinking  — as 
well  as  eating — ^more  often  between 
meals  and  irregularly.  This  inten- 
sive type  of  survey,  conducted  by 
the  Yale  Plan  Clinic  of  the  Labor- 
atory of  Applied  Physiology  of 
Yale  University  in  collaboration 
with  the  Istituto  di  Alimentazione 
e Dietologia  of  Rome,  is  far  more 
costly  to  conduct  than  other  types, 
but  provides  hitherto  unexplored 
information,  of  great  value,  on  the 
relation  of  drinking  patterns  to  the 
entire  dietary  behaviour  of  a 
population. 

Patterns  of  the  Past 

As  a supplement  to  knowledge 
of  contemporary  drinking  patterns, 
it  would  be  desirable  to  establish 
the  facts  about  drinking  in  former 
periods  and  thus  to  derive  the  cul- 
tural bases  of  modern  practices.  A 
method  of  surveying  the  drinking 
patterns  of  past  times  was  outlined 
by  Professor  E.  M.  Jellinek.  This 
consists  of  an  analysis  of  novels, 
plays  and  other  nonsatirical  litera- 
ture contemporary  with  the  time 
of  interest,  all  references  to  drink- 
ing, beverages,  instruments  and 
associations  of  drinking  being  not- 


**By  and  large,  the  reactions  to  excessive  drinking — tvhich  have  quite  a ^ 
neurotic  appearance — give  the  impression  of  an  ** alcoholic  personality** , al- 
though they  are  secondary  behaviours  superimposed  over  a large  variety  of  ^ 
personality  types  which  have  a few  traits  in  common,  in  particular  a low  ^ 
capacity  for  coping  with  tensions, 

**  There  does  not  emerge,  however,  any  specific  personality  trait  or  physical  ^ 
characteristic  which  inevitably  would  lead  to  excessive  symptomatic  drinking, 

** Apart  from  psychological  and  possibly  physical  liabilities,  there  must  be 
a set  of  social  and  economic  factors  which  make  easier  the  development  of  7 
addictive  and  non-addictive  alcoholism  in  a fertile  ground,** 
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ed  and  categorized.  A test  of  this 
method,  carried  out  on  present-day 
novels,  indicated  that  even  in  the 
absence  of  all  other  records,  cul- 
tural historians  a thousand  years 
hence  could  successfully  recon- 
struct the  drinking  customs  of  the 
20  th  century  from  such  literature. 

The  day’s  discussions  developed 
the  impression  that  existing  tools 


for  the  measurement  of  incidence 
and  magnitude  of  alcohol  prob- 
lems, including  alcoholism,  though 
subject  to  refinement  and  further 
development,  were  adequate  for 
immediate  needs.  The  problem  was 
rather  to  obtain  the  means  and 
train  the  personnel  for  carrying 
out  the  necessary  studies  in  various 
places. 


111.  Clinical  and  Social  Management 


Dr.  A.  B.  Stokes,  professor  of 
psychiatry,  University  of  Toronto, 
and  a member  of  the  medical  ad- 
visory  board.  Alcoholism  Research 
Foundation,  served  as  chairman  for 
the  third  day  of  the  symposium, 
which  he  reports  as  follows: 

The  topic  for  the  third  day  was 
"Trends  in  Clinical  and  Social 
Management.”  This  topic  was  in- 
troduced in  a severely  practical 
manner  by  Canada  (Dr.  J.  D. 
Armstrong) : an  account  of  the 
Brookside  Clinic  was  offered  as  an 
example  of  one  treatment  process 
for  a critical  examination  of  its 
deficits  and  assets.  Somewhere  in 
the  community  a man  or  woman 
is  in  the  distress  of  alcoholism  with 
destructive  effects  on  his  own  liv- 
ing or  the  living  of  others.  In  the 
circumstances  of  his  drinking  some 
kind  of  influence  (e.g.  the  contri- 
tion of  a depressed  state  of  mind) 
or  some  kind  of  opportunity  (e.g. 
intoxication  to  the  point  of  coma) 
may  allow  his  admission,  without 
legal  sanctions,  to  a general  hos- 
pital: each  of  three  university 


teaching  hospitals  in  Toronto  has 
two  beds,  always  available  for  this 
purpose  with  costs  guaranteed  by 
the  Alcoholism  Research  Founda- 
tion for  a limited  stay  of  two  or 
three  or  four  days.  The  period  of 
treatment  of  the  acute  intoxica- 
tion is  followed  by  referral  perhaps 
to  the  Brookside  Hospital  for  two 
weeks  of  physical  and  psychologi- 
cal build  up,  perhaps  to  the  adja- 
cent Brookside  Clinic  for  out- 
patient treatment.  In  either  in- 
stance an  attempt  is  made  to  use 
the  dependency  situation  for  some 
form  of  psychotherapy  and  some 
form  of  group  experience.  The 
motivation  dynamics  and  the  in- 
telligence potential  of  the  individ- 
ual patient  will  determine  the  ex- 
tent and  depth  of  the  psycho- 
therapy. The  group  experience  will 
include  not  only  educational  sem- 
inars and  discussions  of  alcoholism 
as  an  understandable  course  of 
events  which  can  be  altered,  but 
also  contact,  unforced  and  natur- 
ally occurring,  with  A. A.  members 
attached  to  the  clinic.  SuppK>rtive 
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social  and  physical  measures  are 
emphasized:  the  former  devoted  to 
work  with  spouse  or  employer,  the 
latter  by  a temporary  course  of 
antabuse. 

Patient  Motivation 

The  discussion  of  this  three 
stage  treatment  organization  quick- 
ly focussed  on  the  problems  of 
patient  motivation  and  intent. 
Some  intent,  nebulous  and  un- 
formed as  it  may  be,  was  implicit 
in  the  patient  offering  himself  for 
admission.  Where  there  was  no 
such  transient  motivation  the 
clumsy  operation  of  those  legal 
processes  designed  to  protect  the 
individual  or  his  dependents  against 
the  destructive  consequences  of  his 
drinking  was  glimpsed.  Always  the 
problem  remained  to  increase  the 
intent  not  to  drink  at  each  stage 
of  the  treatment  process. 

In  this  area  the  individual  rela- 
tionships and  the  group  relation- 
ships of  the  patient  in  the  treat- 
ment situation  were  examined:  Dr. 
Martensen-Larsen  of  Denmark 
sketched  out  a scheme  which  al- 
lowed him  to  follow  the  shift  of 
identification  with  parental  and 
sibling  figures  but  it  was  generally 
agreed  that  the  information  so  ob- 
tained still  had  to  be  deployed  if 
the  patient  were  to  benefit.  In  fact 
in  the  field  of  interpersonal  thera- 
peutic relationships  it  was  hazard- 
ous to  forecast  those  doctor-patient 
situations  which  would  issue  in  a 
good  result.  More  research  was 
necessary  in  an  unclear  area  in 


order  that  the  physician’s  efforts 
might  be  used  more  economically. 

The  same  consideration  emerged 
from  a study  of  group  relation- 
ships as  witnessed  by  A.A.  Mr. 
Bert  S.,  of  Toronto,  described  the 
participation  of  A.A.  in  the  oper- 
ation of  Brookside  Clinic.  Clearly 
some  old  antagonisms  between  A.A. 
and  professional  workers  have  dis- 
appeared and  with  them  the  anxie- 
ties engendered  in  the  patient  by 
the  conflicts  of  the  disputing 
groups.  Physicians  and  A.A.  mem- 
bers working  together  allow  a 
greater  prospect  of  recovery  in 
those  addicted  drinkers  that  enter 
the  therapeutic  orbit  of  either. 
The  operative  factors  in  the  thera- 
peutic choice  of  method  demands 
a much  closer  searching  enquiry. 

Dr.  R.  G.  Bell,  of  Toronto,  then 
gave  a masterful  exposition  of  the 
methods  employed  at  the  Bell 
Clinic.  The  stage  of  acute  intoxi- 
cation was  managed  by  the  exhibi- 
tion of  insulin  and  B complex. 
Adrenal  cortical  extract  was  occa- 
sionally used  but  was  more  expen- 
sive and  offered  no  advantage  over 
the  older  and  well  proven  method 
of  detoxification.  There  followed  a 
comprehensive  physical  examina- 
tion not  only  to  appraise  the  or- 
ganic damage  of  the  excessive 
drinking  but  also  to  discern  a not 
uncommon  intercurrent  disease  ne- 
glected by  the  alcoholic:  insofar  as 
that  was  remedied  if  present  the 
better  the  tactical  situation  for  the 
treatment  of  the  drinking  habit. 
A psychological  appraisal  was  asso- 
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dated  with  the  implementation  of 
orientation  seminars  on  problem 
drinking.  Spouses  were  included  in 
these  seminars  and  every  effort 
made  to  deal  constructively  with 
family  attitudes. 

Discussion  again  centred  on  the 
operative  factors  in  the  learning 
process.  What  was  the  effect  of 
the  size  of  the  group,  its  composi- 
tion, its  mixed  nature?  What  diff- 
erences in  group  involvement  were 
attended  with  what  differences  in 
results?  Areas  for  further  enquiry 
were  opened  up. 

The  Prison  Setting 

The  Alex.  G.  Brown  Memorial 
Clinic  in  Ontario’s  Mimico  Re- 
formatory as  described  by  Mr. 
Frank  Potts  offered  some  sharp 
contrasts  to  the  preceding  clinics. 
A small  hospital  for  30  men  has 
been  organized  within  the  reform- 
atory so  that  the  sentence  period 
might  be  used,  under  very  good 
conditions,  as  a treatment  period. 
Since  a large  number  of  prisoners 
in  the  reformatory  are  alcoholic, 
problems  of  selection  immediately 
come  up  for  solution.  Again  the 
unknowns  of  prognosis  arise.  This 
clinic  has  the  advantageous  cir- 
cumstance of  a provincial  rehabili- 
tation service  at  its  disposal,  so 
that  the  possibility  of  a continuing 
effective  contact  with  the  alcoholic 
prisoner  exists:  on  the  other  hand 
the  security  of  the  reformatory 
acts  as  a counter  incentive  in  the 
efforts  towards  social  reinstate- 
ment. 

Yet  another  clinic  experiment 


was  reported  from  New  York  by 
Dr.  Giorgio  Lolli.  At  the  Knicker- 
bocker Hospital  the  alcoholic  pa- 
tient is  handled  within  the  same 
framework  as  other  functional 
problems  e.g.  overeating.  Dr.  Lolli 
raised  the  distinction  between  ad- 
dictive drinking  and  symptomatic 
drinking:  to  the  latter  group  were 
relegated  all  psychiatric  cases,  such 
as  schizophrenics,  where  the  drink- 
ing was  an  outcome  of  the  mental 
state.  Most  of  Dr.  Lolli’s  cases 
were  considered  addictive  and  not 
symptomatic — ^yet  many  of  them 
showed  recurrent  upsurges  of  affect 
in  the  form  of  anxious  agitation. 
Dr.  Lolli  placed  these  cases  in  a 
group  of  impulsive  neurotic  in- 
dividuals, and  he  considered  that 
the  real  motivation  was  to  drink. 
The  question  of  sedation  of  these 
patients  at  the  time  of  rnounting 
anxiety  arose  importantly  and  re- 
vealed a difference  of  opinion. 
Some  gave  barbiturate  sedation 
freely:  others  were  extremely  wary 
and  reported  a rising  incidence  of 
barbiturate  and  benzedrine  addic- 
tion among  alcoholics.  The  ques- 
tion of  the  woman  alcoholic  also 
arose.  It  was  reported  as  not  un- 
commonly found  in  women,  who 
had  reared  their  family  and  now 
found  themselves  retired  as  it  were 
from  family  life.  The  problems  of 
getting  the  woman  alcoholic  into  a 
treatment  situation  and  the 
methods  there  employed,  seemed  to 
have  a different,  although  insuffi- 
ciently discernible,  quality  which 
required  looking  into. 
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At  this  juncture  Dr.  Pullar- 
Strecker  of  England  pressed  the 
advantages  of  the  apomorphine 
treatment  of  alcoholism  with  in- 
jections every  three  hours,  day  and 
night,  with  intake  limited  to  the 
favored  liquor  until  either  doctor 
or  patient  gave  up.  He  regarded 
this  treatment  as  curative  although 
the  heroic  method  did  not  gener- 
ally commend  itself  to  the  group. 

In  fact  the  assessment  of  cura- 
tive results  in  the  treatment  of  al- 
coholism revealed  itself  as  a crucial 
but  unsolved  issue.  The  criteria 
which  would  allow  measurement 
are  crude  enough  and  diflScult  to 
verify  over  a reasonable  length  of 
time:  relapse  rates;  hours  in  work 
each  month  and  the  like  were  sug- 
gested and  had  been  tried  with 
varying  degrees  of  dissatisfaction. 
Mr.  K.  A.  Cassac  indicated  some 
progress  by  using,  in  the  instance 
of  the  reformatory  cases,  the  serv- 
ices of  the  rehabilitation  officers 
for  follow  up  purposes. 

In  short  the  trends  in  clinical 
management  reveal,  not  so  much  a 
concern  over  the  details  of  physical 
treatment,  but  an  interest  in  the 
processes  of  differentiating  within 
the  general  alcoholic  group  those 
cases  where  individual  and  group 
methods  can  be  economically  ex- 
pended with  benefit.  The  approach 
to  both  individual  and  group 
methods  of  psychotherapy  is  being 
continuously  reviewed  and  recast 
to  produce  better  results.  Methods 
of  appraising  results  are  essential 


components  of  the  research  en- 
quiries. 

With  regard  to  '"Trends  in  So- 
cial Management,”  Dr.  Goldberg 
reported  from  Sweden.  There  a 
differential  rationing  at  the  gov- 
ernmental liquor  outlets  produces 
some  control  of  consumption. 
Ways  and  means  of  circumvention 
are  common  so  that  there  is  ex- 
cessive drinking  and  the  problem 
of  alcoholism  emerges.  Women  al- 
coholics are  said  to  be  fewer  in 
number  because  the  men  hold  the 
ration  cards. 

To  deal  with  the  alcoholism  in 
the  individual  the  social  workers 
can  induce  some  form  of  compli- 
ance to  a treatment  regimen  by  re- 
ferral through  a supervisor  to  a 
Social  Alcoholic  Board  made  up  of 
worthy  members  of  the  commun- 
ity. Power  is  vested  in  the  board 
to  arrange  treatment  if  necessary 
by  a process  of  law  to  commit  to 
an  Alcohol  Farm.  For  treatment 
purposes,  clinics  and  hospitals  are 
available  specifically  for  the  em- 
ployment of  modern  methods. 

Sweden  has  a highly  developed 
abstinence  movement  which  is  one 
of  the  first  people  movements  in 
the  world  with  a strong  tradition 
and  deep  grass  roots.  This  move- 
ment has  never  been  aggressive  but 
has  fostered  recreational  activities 
particularly  in  such  areas  as  debat- 
ing societies.  Through  the  fostering 
activity  of  public  speaking  many 
politicians  started  their  careers  in 
relation  to  the  abstinence  movement 
and  in  that  way  the  political  or- 
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ganizations  have  an  understanding 
of  the  problems  of  alcoholism. 

Recently  a Swedish  Royal  Com- 
mission headed  by  a teetotaler  has 
again  looked  at  these  problems 
coming  out  with  the  decision  to 
abandon  the  rationing  system  in 
October,  1955.  The  money  so 
saved  will  be  entirely  devoted  to 
services,  training,  and  research  in 
the  field  of  alcoholism.  One  con- 
sequence of  this  move  will  be  that 
alcohol  will  be  as  free  to  women 
as  to  men  and  the  outcome  is  un- 
sure: a measure  of  control  will  still 
be  available  through  the  price 
range  of  alcoholic  drinks.  Clearly 
however,  opportunities  of  evasion 
will  exist  and  the  acid  test  will  be 
the  response  of  the  common  peo- 
ple to  the  governmental  attempt 
to  change  its  drinking  habits. 

Comment  on  Dr.  Goldberg’s 
presentation  crystallised  around  the 
difficulties  of  imposing  external 
controls  to  contain  internal  disci- 
phne — a problem  as  old  as  history 
itself.  However,  Dr.  P u 1 1 a r- 
Strecker,  reporting  from  England, 
indicated  the  possibility  of  slow 
change  with  time.  He  showed  the 
tremendous  drop  in  ^'official  drunk- 
enness” (that  is  arrest  as  drunk 


and  disorderly)  from  1900  on- 
ward. Dr.  Pullar-Strecker  hazard- 
ed the  guess  that  this  drop  was  due 
to  four  factors:  (a)  closing  hours; 
(b)  increased  taxation;  (c) 
counter  attractions;  (d)  substitu- 
tion by  tobacco. 

Dr.  Jellinek  pointed  out  that 
such  a drop  was  common  in  Euro- 
pean countries  but  was  much 
greater  in  England  after  1915.  It 
might  be  fairly  presumed  that  the 
license  hours,  laid  down  to  stop 
disruption  of  work  in  World  War 
I,  played  a great  part  in  the  down- 
ward trend. 

From  a consideration  of  arrests 
for  drunkenness.  Dr.  Cathcart 
shifted  the  discussion  to  the  ques- 
tion of  crimes  committed  under 
the  influence  of  alcohol.  It  seems 
that  a trend  is  apparent,  (along- 
side the  notion  of  alcoholism  as  an 
illness)  that  the  physical  and  psy- 
chological associates  of  alcoholism 
reduce  intent  and  therefore  culp- 
ability. 

From  the  session  it  seems  clear 
that  trends  in  social  management 
are  likely  to  remain  at  the  political 
level  of  community  life  until  so- 
ciological skills  are  specifically  de- 
ployed in  action  research  areas. 


IV.  Alcoholism  and  Drug  Addiction 


Dr.  G.  E.  Hobbs,  professor  of 
psychiatry  and  preventive  medi- 
cine, University  of  'Western  On- 
tario, and  a member  of  the  medical 
advisory  board.  Alcoholism  Re- 
search Foundation,  chaired  the  final 


day^s  session.  His  report  follows: 

During  the  fourth  day  of  the 
symposium  the  discussion  dealt 
with  the  relationship  between  al- 
coholism and  drug  addiction. 

The  focus  was  on  the  following 
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areas:  (a)  The  use  and  meaning  of 
the  term  addiction;  (b)  Addiction 
to  alcohol  as  contrasted  with  ad- 
diction to  habit  - forming  drugs, 
particularly  with  regard  to  the  de- 
velopment of  tolerance  and  the 
nature  of  the  reactions  to  with- 
drawals. Limited  comments  were 
made  on  the  personality  back- 
ground of  addiction;  (c)  The 
values  and  limitations  of  lay  edu- 
cation; (d)  The  picture  in  Canada. 

It  was  the  feeling  of  the  meet- 
ing that  the  term  addiction  had 
many  inaccurate  implications  in 
the  lay  mind.  It  was  realized,  how- 
ever, that  because  of  the  long 
usage  little  could  be  expected  of 
any  effort  to  introduce  an  alterna- 
tive. This  term  commonly  implies 
the  use  of  certain  drugs  to  the  de- 
gree that  this  habit  is  detrimental 
and  dangerous  to  the  individual,  or 
society,  or  both.  Although  the 
drugs  involved  differ  pharmaco- 
logically, physiologically  and  medi- 
cally, they  all  have  in  common  a 
powerful  effect  on  the  central  ner- 
vous system. 

The  various  drugs  and  alcohol 
differ  markedly  in  the  ease  with 
which  tolerance  is  developed,  and 


the  dangers  inherent  in  withdrawal 
after  excessive  and  prolonged  use. 
Tolerance  to  most  drugs  is  devel- 
oped to  a greater  extent  and  more 
rapidly  than  is  the  case  with  the 
use  of  alcohol.  In  opiate  addictions 
the  withdrawal  of  the  drug  may 
produce  marked  symptoms,  but  the 
danger  to  the  life  of  the  patient  is 
almost  non-existent.  With  chronic 
barbiturate  addiction,  on  the  other 
hand,  abrupt  withdrawal  carries 
with  it  a real  risk  to  the  life  of 
the  patient,  with  the  development 
of  seizures  constituting  the  great- 
est threat.  Abrupt  withdrawal  of 
alcohol  in  the  chronic  alcoholic 
carries  with  it  a serious  potential 
risk  to  the  patients.  The  clinicians 
present  stressed  that,  while  recog- 
nizing the  physical  dangers  in 
abrupt  withdrawal,  this  is  a rela- 
tively rare  event  in  a practice 
among  chronic  alcoholic  patients. 
In  all  instances  the  severity  of  the 
withdrawal  symptoms  and  the 
danger  to  the  life  of  the  patient 
vary  from  drug  to  drug  and  is  a 
function  of  both  the  time  of  usage 
and  the  dose  employed.  The  exact 
danger  levels  have  not  been  deter- 
mined except  in  terms  of  broad 
limits. 


DEVELOPMENTS 

In  Ontario  ... 

BROOKSIDE  CLINIC  treatment  staff  has  added  the  services  of 
Irving  Slabodkin,  Ph.D.,  as  full-time  psychologist,  and  Mrs.  Mar- 
garet Reid,  B.S.W.,  as  a third  full-time  social  worker.  This  brings 
the  full  and  part-time  treatment  staff  in  Toronto  to  a total  of  21. 
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Alcoholism-A  Three-Sided  Illness 

(What  follows  is  a brief  abstract  from  an  address  delivered  by  John  D,  Armstrong, 
M.D.,  medical  director.  Alcoholism  Research  Foundation,  Toronto,  to  the  third 
institute  sponsored  by  the  Onondaga  Committee  on  Alcoholism,  Syracuse,  N.Y.) 


The  implications  of  the  illness 
alcoholism  indicate  clearly 
that  we  have  to  deal  with  physical, 
psychological  and  social  problems. 

Physical  treatment  implies  at  the 
outset  that  we  must  be  prepared  to 
relieve  any  pain  and  discomfort 


present.  Sometimes  this  pain  has 
been  a contributing  factor  in  the 
initial  use  of  alcohol.  More  often 
the  pain  and  discomfort  follow  on 
the  body  damage  from  the  alco- 
holic diseases.  Paradoxically  enough, 
this  is  one  illness  in  which  the 


damaging  agent  itself  is  often 
used  to  relieve  the  pain  it  itself 
has  caused.  We  must,  therefore, 
find  ways  and  means  of  making  a 
patient  comfortable  with  this  drug 
taken  away  from  him.  To  accom- 
plish this  in  the  most  effective 
way,  it  is  commonly  accepted  now 
that  hospitals  offer  the  best  ac- 
commodation for  such  relief. 

In  hospital  we  can  rigidly  con- 
trol sedation,  if  that  is  necessary — 
and  it  is  usually  not  necessary.  One 
good  method  of  providing  physical 


relief  is  the  use  of  an  injection  of 
insulin  in  combination  with  other 
substances.  This  provides  relaxa- 
tion, drowsiness,  and  restores  appe- 
tite. In  some  centres  a tapering-off 
method  is  effective,  but  a means 
of  rigid  control  is  necessary. 

However,  restoration  of  physical 
deficits  is  not  enough.  It  is  true 
that  various  theories  and  findings 
suggest  that  physical  deficits  do 
play  a part  in  dependent  drinking 
and  even  possibly  in  the  loss  of 
control  characteristics  of  the  al- 
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cohol  addict.  Such  theories  remain 
in  preliminary  stages  and  are  not 
substantiated.  When  we  consider 
treatment  we  must  give  recogni- 
tion to  the  underlying  difficulties, 
to  the  various  mental  stresses,  to 
the  social  pressures,  to  the  un- 
healthy attitudes  which  have  per- 
mitted the  abnormal  use  of  alcohol 
in  the  first  place  as  a means  of 
relief.  We  must  also  examine  the 
social  pressures,  and  social  attitudes 
which  allow  the  person  any  use  of 
alcohol  as  a beverage. 

Brookside  Approach 

Here  is  how  the  problem  of 
treatment  is  approached  at  Brook- 
side  Clinic  in  Toronto.  A flexible 
program  is  operated  providing  op- 
portunities for  treatment  both  at 
in-patient  and  out-patient  levels. 
We  have  an  arrangement  with  the 
general  hospitals  in  the  city  to  pro- 
vide the  initial  physical  or  sobering 
up  treatment.  The  patient  is  then 
transferred  to  the  clinic,  where  he 
is  advised  to  remain  for  about 
two  weeks.  During  that  time  an 
assessment  of  his  personality  prob- 
lem is  made  through  psychological 
testing  and  psychiatric  interview. 
Social  work  begins  early.  We  have 
found  that  psychotherapy  is  usual- 
ly not  well  tolerated  early  in  the 
alcoholic’s  recovery,  therefore 
group  methods  are  mostly  used. 
Following  discharge  the  patients 
are  encouraged  to  return  freely 
with  their  problems,  and  are  at 
liberty  to  use  the  clinic  as  they 


would  a social  club.  A.A.  also 
plays  a part  in  the  program,  with 
meetings  being  held  to  introduce 
patients  to  the  work  of  that  organi- 
zation. Antabuse  is  also  liberally 
used  in  treatment. 

In  addition  to  the  services  al- 
ready mentioned,  clinics  such  as 
this  may  provide  for  the  teaching 
of  methods  of  relaxation,  a tech- 
nique very  important  for  the  tense, 
excitable,  sleepless  people  who  com- 
monly become  victims  of  alcoholic 
disease.  Occupational  therapy,  with 
a planned  recreational  activity  pro- 
vides a means  of  diverting  and  re- 
organizing both  physical  and  intel- 
lectual energy.  The  patients  them- 
selves are  encouraged  to  plan  their 
own  recreational  activities,  which 
gives  them  a sense  of  independence 
and  capability  which  they  feel  has 
so  often  been  denied  them. 

We  see,  then,  that  modern  treat- 
ment of  the  alcoholic  is  provided 
by  a combination  of  many  skills — 
those  of  the  physician,  the  psy- 
chiatrist, the  psychologist,  the 
social  worker,  the  nurse,  the  occu- 
pational therapist.  These  are  some 
of  the  things  that  can  be  done  for 
the  alcoholic.  There  are  many 
variations  of  the  program  I have 
described.  In  some  centres  an  out- 
patient clinic  alone  operates.  It 
may  be  directed  entirely  to  psycho- 
therapy. It  may  deal  with  purely 
physical  problems.  A work  farm 
may  be  found  suitable.  An  in- 
patient program  alone  may  be  con- 
sidered adequate. 


Alcoholism  And  Drug  Addiction  Similar 


Dissatisfaction  with  Self  and  World 
Seen  Basic  to  any  Form  of  Addiction 


Addiction  to  alcohol  or  any 

of  the  narcotic  drugs  seems 
to  rest  on  the  same  inner  motives: 
the  addict  is  deeply  dissatisfied  with 
himself  and  the  world  around  him, 
and  feels  an  overwhelming  need  to 
get  relief  from  psychic  or  physical 
pain.  But  why  does  one  person 
turn  to  alcohol  while  another  pre- 
fers morphine?  Also,  why  is  nar- 
cotic addiction  condemned  more 
strongly  than  alcoholism  in  some 
cultures  while  the  reverse  is  true  in 
others?  What  is  the  effect  of  dif- 
fering social  attitudes  toward  dif- 
ferent forms  of  addiction? 

J.  D.  Reichard  (U.S.  Public 
Health  Service,  Lexington,  Ky.) 
has  found  three  factors  important 
in  the  personality  of  the  potential 
addict  and  in  the  development  of 
addiction:  (1)  degree  of  emotional 
or  physical  discomfort;  (2)  ability 
to  endure  discomfort;  (3)  strength, 
character  and  direction  of  internal 
controls  of  behaviour. 

Discomfort  exists  in  every  hu- 
man life.  It  may  even  serve  as  a 
stimulus  to  useful  activity.  At 
what  point  it  becomes  unbearable 
cannot  be  settled  by  any  objective 


measure,  but  every  personality  has 
its  breaking  point  if  internal  and 
external  stresses  become  too  severe. 

The  key  factor  is  thus  each  per- 
son’s capacity  to  tolerate  discom- 
fort and  frustrations.  This  trait  is 
seen  to  vary  enormously  not  only 
between  individuals  but  also  be- 
tween groups,  nations  or  races.  It 
can  also  change  in  the  same  indi- 
vidual with  the  state  of  his  health 
and  other  circumstances.  In  part, 
this  capacity  can  be  fostered  by 
parental  and  social  example.  In 
part  it  eludes  identification.  But 
the  potential  addict  is  certainly  less 
able  to  endure  discomfort  of  any 
sort  than  the  **well  adjusted”  in- 
dividual. The  so-called  normal 
person  can  tolerate  most  of  the  un- 
pleasant experiences  of  daily  life. 
He  needs  no  chemical  assistance  to 
see  him  through  the  ordinary  rou- 
tine. The  potential  addict,  on  the 
other  hand,  once  he  has  discovered 
the  pain-reducing  properties  of  al- 
cohol or  drugs,  feels  an  overwhelm- 
ing attraction  toward  this  method 
of  solving  his  inner  tensions.  It  is 
quicker,  easier  and  less  painful  than 
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the  psychologically  healthier  effort 
to  attack  his  problems  directly. 

The  controls  of  behaviour  oper- 
ating within  the  individual  figure 
importantly  in  this  discussion. 
These  are  of  two  main  types — one 
called  conscience,  the  other  called 
ego  control.  Either  type,  if  whole- 
somely developed,  can  effectively 
restrict  activities  which  might  re- 
sult in  harm.  Thus  the  person 
whose  inner  controls  are  strong  and 
healthy  is  little  likely  to  become 
addicted. 

Three  Factors 

According  to  Reichard,  it  is  the 
interplay  of  the  three  factors — de- 
gree of  discomfort,  ability  to  en- 
dure, and  internal  controls — which 
produces  or  prevents  addiction 
once  the  person  is  exposed  to  al- 
cohol or  drugs.  Great  discomfort, 
if  matched  by  ability  to  endure  it 
and  with  a control  adequate  for  the 
situation,  may  allow  a successful 
career.  The  person  will  be  unhappy, 
perhaps  hard  to  get  along  with,  but 
he  can  accomplish  a great  deal.  If 
the  discomfort  is  too  severe  for  the 
ability  to  tolerate,  but  controls 
are  strong  and  wholesome,  the  re- 
sult may  be  a chronic  invalid, 
haunting  doctors’  offices,  yet  not 
addicted  to  any  substance  disap- 
proved by  his  culture.  When  con- 
trols are  inadequate  or  misdirected 
and  discomfort  is  not  well  tolerat- 
ed, then  addiction  may  develop 
when  the  person  is  introduced  to 
alcohol  or  a narcotic  drug. 

All  that  has  been  said  thus  far 


applies  equally  to  the  potential  al- 
coholic or  drug  addict.  What 
causes  one  or  another  addiction  to 
be  chosen? 

According  to  A.  Wikler  (U.S. 
Public  Health  Service,  Lexington, 
Ky. ) , this  choice  depends  on  a 
combination  of  three  factors:  (1) 
the  individual  personality;  (2)  the 
particular  effects  of  the  drug;  (3) 
the  attitudes  of  the  society  toward 
the  various  drugs.  Certain  char^ 
acteristics,  however,  are  common 
to  all  the  substances  used  by  ad- 
dicts: they  have  a decided  pain- 
reducing  action;  they  are  directly 
or  indirectly  hypnotic;  they  help 
to  screen  out  from  consciousness 
some  of  the  things  that  cause  pain 
or  unhappiness. 

Varying  Effects 

But  they  do  this  in  different 
ways.  Alcohol  appears  to  let  ag- 
gression loose,  whereas  the  opiates 
reduce  it.  A person  with  normally 
good  control  of  his  behaviour  may 
become  a public  menace  when 
over-dosed  with  alcohol,  while  un- 
der opium  he  might  remain  quiet 
and  well  behaved.  This  difference 
can  be  explained  by  the  fact  that 
alcohol  acts  as  an  anaesthetic  on 
the  higher  brain  levels  first,  put- 
ting to  sleep  the  controls  over  the 
primitive  aggressive  drives.  Opiates, 
on  the  other  hand,  act  primarily  on 
the  lower  levels  of  the  brain,  there- 
by weakening  the  aggressive  drives. 
In  the  same  way  alcohol  appears  to 
stimulate  sexual  urges  because  it 
puts  to  sleep  the  nervous  centers 


which  ordinarily  restrain  their 
free  expression.  Opiates  appear  to 
cut  sexual  appetite,  at  least  in  the 
sense  of  reducing  the  urge  for 
direct  gratification. 

Whether  a given  individual, 
then,  will  turn  to  alcohol  or  opi- 
ates, if  he  has  the  chance  to  choose 
between  them,  depends  in  part  on 
whether  he  needs  a method  of  let- 
ting out  his  feelings  of  aggression 
against  the  world  or  whether  he 
has  learned  to  feel  more  comfort- 
able when  such  feelings  have  been 
put  to  sleep. 

Cultural  Factors 

Of  great  importance  also,  in  de- 
termining the  choice  of  intoxicant, 
is  the  attitude  of  society.  In  West- 
ern culture,  for  instance,  opium  is 
more  strongly  condemned  than  al- 
cohol. In  some  Oriental  cultures, 
on  the  other  hand,  the  reverse  is 
true.  These  attitudes,  Wikler  points 
out,  may  be  related  to  the  different 
effect  of  alcohol  and  opiates. 
Among  the  Chinese,  for  example,  a 
placid  temperament  is  highly  valu- 
ed, while  violence  in  any  form  is 
disparaged.  Thus  it  is  not  surpris- 
ing that  alcohol  intoxication  is  rare 
in  China  while  opiate  addiction  is 
tolerated.  In  sharp  contrast  is  the 
American  ideal  of  manliness.  Pla- 
cidity, passivity,  are  not  traits 
which  American  mothers  nurture 
in  their  sons.  Indeed,  competition 
and  rugged  individualism  are  na- 
tional ideals,  and  these  imply  a 
certain  glorification  of  the  aggres- 
sive instincts  in  man.  In  our  cul- 


ture, therefore,  alcohol  intoxication 
is  often  regarded  with  amusement. 
The  real  '"he  man”  is  supposed  to 
be  able  to  drink  his  fill  and  even 
the  ''fighting  drunk”  is  sometimes 
admired  for  his  show  of  pugnacity. 

The  treatment  of  alcohol  and 
drug  addicts  is  severely  complicat- 
ed by  the  dependence,  whether 
physical  or  psychological,  which 
has  been  established.  The  most  in- 
sidious aspect  of  addiction  is  the 
development  of  the  habit  of  avoid- 
ing not  only  the  particular  discom- 
fort which  may  have  precipitated 
addiction  but,  eventually,  any  dis- 
comfort, no  matter  how  trifling. 
Just  as  in  the  case  of  alcoholism, 
drug  addiction  is  never  definitely 
"cured”.  The  disease  is  only 
arrested. 

Detection  and  treatment  of  the 
pre-addict,  before  complications 
have  appeared,  should  be  the  goal 
of  therapists  in  this  field.  As  with 
other  personality  disorders,  preven- 
tion begins  in  childhood.  Reichard 
believes  that  persons  trained  in 
childhood  to  have  an  attitude  of 
stoicism  can  usually  tolerate  the 
discomforts  of  adult  life  and  are 
less  prone  to  become  addicted. 

Essentials  in  Treatment 

Once  an  addiction  is  fully  estab- 
lished, treatment  requires  the  fol- 
lowing essentials:  control  of  the 
addict  for  a considerable  period; 
relief  of  physical  dependence;  re- 
moval of  as  many  sources  of  dis- 
comfort as  possible;  increasing  the 
ability  of  the  patient  to  endure  dis- 
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comfort;  improving,  when  possible, 
the  internal  controls  of  behaviour; 
supplementing  them  for  a long 
period  with  some  type  of  super- 
vision; correction  of  such  compli- 
cations as  vitamin  deficiencies;  and 
— most  difficult  of  all — correction 
of  the  habit  of  ''taking  something” 
for  every  feeling  of  discomfort  or 
unhappiness. 

Reichard  stresses  how  much  is 


yet  to  be  learned  about  the  nature 
and  treatment  of  addictions.  Spe- 
cialists are  still  working  in  the 
dark.  "When  we  can  acquire  a 
body  of  knowledge  that  will  en- 
able us  to  do  properly  for  the  ad- 
dict and  pre-addict  what  they  are 
trying  to  do  improperly,  we  may 
have  solved  not  only  the  problem 
of  addiction  but  many  other  riddles 
of  human  biology.” 
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Industry’s  Big  Stake  in  Alcoholism 


HOW  much  does  alcoholic  illness 
cost  industry  — and  conse- 
quently the  whole  of  our  economy? 
The  answer  cannot  be  neatly  tallied 
up  in  terms  of  dollars  and  cents;  but 
here  is  the  answer  offered  by  Mrs. 
Elizabeth  D.  Whitney,  executive 
director  of  the  Boston  Committee 
on  Alcoholism,  in  an  address  before 
the  Industrial  Hygiene  Foundation 
at  the  Mellon  Institute,  Pittsburgh: 
Tangible  Losses 
"Among  the  tangible  losses, 
which  can  be  measured  to  some 
extent,  are:  loss  of  production;  in- 
crease of  scrap  materials;  loss  of 
time;  increase  in  accidents  and  in- 
juries to  both  the  problem  drinker 
and  his  co-workers,  which  occur 
particularly  during  severe  hang- 
overs; increase  in  hospitalization 


and  medical  expenses;  increase  in 
disability  payments;  and  increase  in 
pension  payments  through  prema- 
ture retirement. 

"Among  the  intangible  losses 
are:  interruption  of  production  and 
time  schedules  through  disruption 
of  teamwork;  decreased  efficiency 
due  to  fatigue  slower  reaction  time 
and  impaired  judgment;  increased 
need  for  supervision;  weakening  of 
safety  standards  which  apply  to 
all  personnel,  irrational  promises 
based  on  poor  or  impulsive  judg- 
ment that  leads  to  production  jams 
and  loss  of  goodwill.  Then,  of 
course,  there  is  lowering  of  morale 
of  employees  who  are  associated 
with  the  problem  drinker  on  the 
job.  Employees  become  irritated  if 
they  have  to  do  another  man’s 


work  when  he  is  absent  from  the 
job  or  dull  when  on  a job  requiring 
teamwork. 

22  Days  A Year 

**It  is  estimated  in  general  that 
the  problem  drinker  loses  22  days’ 
working  time  a year,  which  is 
twice  that  of  the  so-called  normal 
worker.  The  decreased  efficiency 
on  the  part  of  a non-alcoholic  who 
lives  with  an  alcoholic  is  almost 
as  great  as  that  of  the  problem 
drinker.  Companies  employing 
large  numbers  of  women  are 
familiar  with  this  problem. 

Mrs.  Whitney  reports  that  there 
are  some  8 1 companies  in  the 
whole  of  the  United  States  who 
have  some  type  of  program  on 
alcoholism. 

A study  by  Straus  and  Bacon, 
who  analyzed  the  records  of  some 
2,000  consecutive  male  patients 
who  visited  nine  outpatient  clinics 
for  alcoholism  in  different  parts 
of  the  U.S.,  revealed  that  seven 
out  of  10  had  held  jobs  involving 
skills  or  special  responsibilities  and 
that  nearly  60  percent  were  known 
to  have  held  steady  employment  on 
one  job  for  at  least  three  years,  25 
percent  for  at  least  10  years. 

Few  Employer  Referrals 

The  director  of  the  Boston  Com- 
mittee on  Alcoholism  notes  that  in 
a study  of  594  problem  drinkers 
interviewed  in  her  office  during 
1951,  it  turned  out  that  98  per 
cent  were  employed  in  business 
and  industry  — but  less  than  one 


percent  were  referred  for  help  by 
their  employers. 

Mrs.  Whitney  offers  the  follow- 
ing indications  which  may  help 
employers  to  recognize  the  alco- 
holic in  his  earlier  phases: 

1 —  Consistent  tardiness  or  ab- 
sence on  Monday  mornings  and 
frequent  occurrences  of  leaving 
work  early  on  Friday  afternoons. 

2 —  Recurring  excuses  for  ab- 
sence due  to  minor  illnesses,  such 
as  colds,  stomach  upsets,  etc. 

3 —  Irritability  in  an  otherwise 
placid  worker,  criticism  of  others, 
arguments,  disinterest  in  work, 
slowdown  in  production  by  a 
worker  who  formerly  led  in  his 
department,  recurring  mistakes  for 
which  he  defends  himself,  and 
minor  accidents  which  he  blames 
on  others  or  on  equipment.  Pertin- 
ent examples  might  be  found  in 
mood  swings  from  showy  exag^ 
geration  and  bragging  to  low  per- 
iods when  he  avoids  all  personal 
relationship. 

The  Supervisor's  Attitude 

**It  is  important  that  the  super- 
visor maintain  a cooperative  and 
friendly  attitude  which  at  this 
time  may  mean  the  difference  be- 
tween immediate  and  constructive 
action  on  the  part  of  the  problem 
drinker,  or  refusal  to  cooperate,” 
adds  Mrs.  Whitney.  "It  is  wise  to 
remember  that  in  getting  a man  to 
talk  about  his  drinking  problem 
that  he  has  taken  the  initial  step 
toward  rehabilitation.  But  this  is 
often  a slow  process,  and  much 
patience  may  be  required.” 


What  About  The  Wives  Of  Alcoholics? 


Find  Husband^ s Recovery 
Not  Always  a Wife^s  Aim 


IN  SOCIAL  service  and  family 
counseling  agencies,  the  wives 
of  alcoholics  often  present  them- 
selves to  ask  for  help  with  critical 
problems.  Among  therapists  deal- 
ing with  alcoholism,  the  wife  of 
the  alcoholic  is  more  and  more 
coming  to  be  considered  as  playing 
an  essential  part  in  the  situation. 
In  some  cases  she  seems  to  be  of 
prime  importance  in  the  back- 
ground as  well  as  in  the  perpetua- 
tion of  her  husband’s  illness.  And 
sometimes  it  appears  that  she  is  as 
needful  of  psychiatric  treatment  as 
her  husband. 

Ideally,  then,  the  treatment  of 
alcoholism  includes  work  with  the 
non-alcoholic  marriage  partner,  and 
this  principle  is  being  applied  by 
specialists  in  the  field.  It  is  note- 
worthy, therefore,  that  a number 
of  psychiatrically  trained  case- 
workers in  family  service  organi- 
zations have  made  the  same  dis- 
covery merely  through  contact 
with  the  non-alcoholic  wife,  per- 
haps without  having  seen  the  alco- 
holic husband. 

Three  recent  reports,  and  one 
published  several  years  ago,  discuss 


the  importance  of  treatment  for 
the  alcoholic’s  wife  from  fairly 
similar  viewpoints.  Yet  they  eman- 
ate from  rather  different  profes- 
sional sources.  G.  M.  Price,  the 
author  of  the  older  report,  was  the 
director  of  social  service  at  the 
Washingtonian  Hospital  in  Boston, 
devoted  exclusively  to  the  care  of 
alcoholics.  Two  authors  — M.  L. 
Lewis  and  T.  Whalen — ^hold  execu- 
tive positions  in  welfare  agencies 
dealing  with  family  problems.  The 
fourth  author,  S.  Futterman,  a 
California  physician,  derived  his 
material  from  patients  seen  in  a 
mental  hygiene  clinic  and  in  priv- 
ate practice,  as  well  as  from  clients 
in  social  agencies.  It  is  therefore  of 
considerable  interest  that  the  ob- 
servations and  conclusions  of  these 
four  reporters  coincide  in  many 
respects. 

All  Blame  Him 

All  four  authors  noted  that  the 
wife  invariably  was  motivated  to 
seek  help  because  of  very  real  ex- 
ternal problems  related  to  the  ab- 
normal drinking  behaviour  of  her 
husband.  In  all  cases  she  herself,  as 
well  as  the  family,  friends,  and 


(Copyright  1954  by  Journal  of  Studies  on  Alcohol,  Inc,,  New  Haven,  Conn.) 


community,  tended  to  place  all  the 
blame  on  the  drinker;  always  it 
was  assumed  that  he  was  the  one 
who  must  change  in  order  to  re- 
lieve the  situation.  Yet  even  on  the 
surface  most  of  these  women  show- 
ed unmistakable  disturbances  of 
personality  which  had  existed  be- 
fore the  marriage.  It  could  easily 
be  seen  that  they  were  markedly 
hostile  and  aggressive  in  their  atti- 
tudes. In  some  cases  the  satisfac- 
tion they  derived  from  the  misery 
to  which  they  were  subjected  was 
only  thinly  disguised. 

It  was  noteworthy  that  few  of 
these  wives  had  any  serious  inten- 
tion of  permanently  leaving  their 
alcoholic  husbands.  If  such  a de- 
sire was  present,  it  was  likely  to  be 
accompanied  by  an  even  stronger 
wish  that,  somehow,  things  could 
be  patched  up  so  that  the  marriage 
need  not  break  up.  Whether  be- 
cause of  her  anxiety  about  main- 
taining the  marriage,  or  as  a result 
of  much  deeper,  unconscious  mo- 
tives, the  wife  in  some  cases  seemed 
to  give  subtle  encouragement  to  a 
cerain  amount  of  drinking.  If  she 
put  this  into  words,  she  might  say 
that  she  did  not  want  her  husband 

4 Said  the  judge:  "Z  wish  to  ^ 
commend  you  two  drunk 
i drivers  for  running  into  each  9 
other  instead  of  some  innocent 
• person.  If  this  thing  can  be  ' 

^ encouraged,  I think  we  may  ^ 
have  hit  upon  the  soUition  of  a 
^ serious  problem.**  (The  Wash-  ^ 
ington  Times-Herald.) 


to  Stop  drinking  completely,  only 
to  modify  or  control  it. 

All  the  observers  noticed  that 
the  wife  of  the  alcoholic  was  loath 
to  examine  her  own  part  in  the 
marital  problems.  In  Price’s  study, 
only  three  out  of  20  wives  saw 
that  they  themselves  bore  any  re- 
sponsibility in  the  situation.  None 
was  able  emotionally  to  consider 
the  husband  as  a sick  person.  Ten 
of  the  20  resisted  the  idea  that  they 
might  benefit  from  further  case- 
work treatment. 

The  Wife’s  Need 

Among  the  women  who  did 
accept  treatment,  the  authors  found 
a personality  pattern  and  back- 
ground experience  almost  as  pre- 
dictable as  the  patterns  of  alco- 
holics. Their  difficulties  seemed  to 
be  related  particularly  to  the  prob- 
lem of  dependency.  Many  of  them 
had  experienced  much  emotional 
deprivation  in  childhood — for  ex- 
ample, through  loss  of  one  or  both 
parents,  or  through  failure  to 
achieve  harmonious,  loving  rela- 
tionships within  the  family.  Al- 
though some  appeared  to  be  ade- 
quate, capable  women,  closer  study 
of  their  ways  of  behaving  revealed 
them  to  be  basically  dependent. 
Starved  for  love  and  acceptance, 
they  had  sought  in  marriage  a man 
who  would  be  nothing  but  a satis- 
fier  of  these  needs.  Their  attitude 
was  one  of  demanding  without 
giving. 

Few  husbands  could  be  expected 
to  meet  such  a challenge.  But,  to 
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make  matters  worse,  more  often 
than  not  such  a woman  chooses  a 
man  with  problems  and  needs  like 
her  own.  Several  explanations  of 
this  anomaly  have  been  suggested. 
One  is  that  a woman  who  inwardly 
feels  inadequate  and  unable  to  live 
up  to  what  she  considers  a wife 
and  mother  should  be,  prefers  a 
dependent,  weak  man  with  whom 
she  can  unconsciously  contrast  her- 
self. The  weakness  of  this  husband 
makes  it  possible  for  her  always  to 
point  to  his  inadequacy  and  thereby 
to  deny  the  existence  of  the  same 
flaw  in  herself.  This  theory  gains 
support  from  the  fact  that  some 
wives  seem  to  do  well  while  their 
husbands  are  in  the  throes  of  alco- 
holism, but  begin  to  show  marked 
anxiety  and  other  nervous  symp- 
toms if  the  husband  becomes  re- 
habilitated. 

Another  explanation  which  seem- 
ed to  fit  more  than  a few  cases  is 
that  a dependent  woman,  out  of 
her  own  extreme  need  to  be  loved 
and  appreciated,  avoids  relation- 
ships with  adequate,  self-sufficient 
men,  just  because  they  have  no 
need  of  her.  A weak,  helpless  hus- 
band will  be  unlikely  to  leave  her; 
with  him  she  can  lose  some  of  her 
fears  and  insecurities.  Alcoholism 
increases  her  husband’s  need  of  her, 
and  she  is  able  to  tolerate  this  situ- 
ation for  a long  time. 

The  Aggressive  Type 

The  most  aggressive  type  among 
the  wives  studied  by  these  four  in- 
vestigators seemed  to  have  sought 


4 ^^Physicians  will  never  be  able  ^ 
to  deliver  elective  medical  serv^ 

6 ice  until  the  public  is  properly  ^ 

educated  to  receive  it,  . 

^ Nothing  is  more  important  than  ^ 

. public  education.**  ^ 

m 7 

— A.  E.  SeveringhanSy  Ph.D. 

in  marriage  a partner  who  would 
be  constantly  getting  himself  into 
situations  which  justified  a puni- 
tive, rejecting  response  in  the  wife. 
Competitive,  bullying  relationships 
are  the  only  kind  that  she  knows. 
She  can  afford  to  risk  marriage  only 
with  a man  who  is  vulnerable  in 
some  way  as  a man.  The  alcoholic 
admirably  suits  her  needs. 

When  the  marriage  relationship 
serves  such  markedly  negative  and 
unhealthy  purposes,  it  is  not  sur- 
prising that  the  alcoholism  of  the 
husband  presents  grave  therapeutic 
difficulties.  The  fact  that  the  situ- 
ation solves,  though  negatively  and 
inadequately,  some  of  the  wife’s 
unconscious  problems  is  a serious 
complication.  Conversely,  treat- 
ment of  the  wife  tends  to  facilitate 
successful  treatment  of  the  al- 
coholic. 

The  four  investigators  agree  also 
on  the  goal  of  casework  with  the 
wife:  It  is  to  help  her  understand 
her  own  motivations  and  find  less 
destructive  ways  of  meeting  her 
own  needs.  Her  resistance  to  treat- 
ment is  strong.  But  a sympathetic 
therapist  can  encourage  her — 
through  the  feeling  tone  of  the 
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SUGGESTED  READING 

Here  are  the  titles  of  a number  of  books  which  members  of  the  Foundation  staff 
have  found  to  be  useful  to  persons  seeking  greater  understanding  of  alcoholism. . . . 
ALCOHOL  AND  SOCIAL  RESPONSIBILITY^^  by  McCarthy  and  Douglass. 
ALCOHOL,  SCIENCE  AND  SOCIETY^\  a compilation  of  Yale  lectures. 

*^HOPE  AND  HELP  FOR  THE  ALCOHOLIC^  by  Harold  W.  Lovell,  M.D. 
^^PRIMER  ON  ALCOHOLISMS^  by  Marty  Mann. 

ALCOHOLICS  ANONYMOUSss,  the  ^^big  book^^  about  A. A. 

^^DRINKING  IN  COLLEGERS,  by  Straus  and  Bacon. 

^^CHRONIC  ALCOHOLISMss,  by  R.  J.  Gibbins. 

^^THE  PROBLEM  DRINKER^^,  by  Joseph  Hirsch. 

*^THE  OTHER  SIDE  OF  THE  BOTTLERS,  by  Dwight  Anderson. 

ALCOHOL  EXPLOREDss,  by  Haggard  and  Jellinek. 


first  interview,  or  by  tangible  evi- 
dence of  help — to  see  that  a new 
potential  source  of  strength  is 
available  in  her  relationship  with 
the  worker.  It  is  important  that 
the  therapist  feel  concern  about  the 
wife’s  reality  problems  and  indicate 
awareness  of  her  personal  suffering. 
Sympathy  for  her  basic  fear  of  los- 
ing her  husband  is  an  essential  pre- 
liminary step  before  the  wife  can 
dare  to  look  at  her  own  part  in  the 
difficulty,  or  to  consider  her  own 
needs  in  a realistic  way. 

Must  See  Herself 
With  sufficient  support  and  re- 
assurance, the  wife  is  often  able  to 
examine  some  of  her  buried  motives 
and  fears.  If  encouraged  to  talk  in 
detail  about  the  husband’s  back- 
ground, disappointments,  and  feel- 
ings of  inferiority,  she  may  be  able 


to  see  him  more  as  a person,  apart 
from  her  own  need  of  him.  Once 
she  sees  him  as  the  victim  of  his 
own  early  deprivations,  in  which 
she  had  no  part,  she  is  perhaps  bet- 
ter able  to  help  him  feel  more  ade- 
quate in  his  relationship  with  her. 
She  can  then  consider  making  some 
changes  for  herself  and  her  husband 
in  order  that  both  may  get  more 
satisfactions  in  their  life  together. 

Direct  help  for  the  alcoholic  will 
still  be  necessary.  The  fact  that  he 
will  have  to  give  up  drinking  if 
real  change  is  to  take  place  will  be 
a diflScult  hurdle  for  both  husband 
and  wife  to  cross.  The  wife  can 
help  or  hinder  his  recovery  all  along 
the  line.  She  certainly  will  not  be 
able  to  help  him,  however,  if  she 
cannot  recognize  and  meet  her  own 
needs  and  problems. 
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Radio  Stations  Combat  Alcoholism 


Nearly  $15^000  in  Time 
Donated  by  Broadcasters 


SINCE  June  of  this  year  the 
privately  owned  radio  stations 
of  Ontario  have  donated  commer- 
cial time  to  the  value  of  $14,154.60 
to  the  cause  of  increasing  the  pub- 
lic’s understanding  of  alcoholism. 
This  is  the  total,  calculated  at  cur- 
rent radio  time  rates,  for  the  series 
of  13  quarter-hour  broadcasts  en- 
titled "The  Secret  Illness”.  Thirty- 
five  of  the  province’s  45  privately 
owned  stations  have  already  car- 
ried the  series,  and  at  least  one 
more  station  will  be  added  to  the 
list  by  the  year’s  end. 

"The  Secret  Illness”  is  the  second 
series  of  educational  broadcasts 
prepared  for  the  Alcoholism  Re- 
search Foundation  by  Ted  Allan, 
noted  Canadian  writer  for  radio, 
stage,  and  television.  The  first 
series,  which  was  carried  by  26 
Ontario  stations  during  the  spring 
of  1953,  comprised  six  broadcasts 
of  15  minutes  each.  In  both  series, 
the  stations  donating  their  time  and 
facilities  as  a public  service  reached 
into  all  corners  of  the  province  and 
provided  a complete  blanket  of 
coverage. 

Enthusiastic  Comment 
As  if  the  number  of  stations  co- 
operating in  this  public  education 


venture  and  the  value  of  the  time 
they  donated  were  not  sufficient 
evidence  of  the  feelings  of  the 
radio  broadcasting  industry  about 
this  work,  station  managers  also 
voiced  genuine  enthusiasm  in  com- 
menting on  the  series.  Here  are 
just  a few  examples  of  letters  re- 
ceived after  the  first  broadcast  was 
auditioned  by  station  executives: 

CHLO,  St.  Thomas:  "I  would 
like  to  congratulate  the  Alcoholism 
Research  Foundation  and  Ted 
Allan  on  the  high  calibre  of  these 
broadcasts  . . .” 

CHCV,  Niagara  Falls:  "We  cer- 
tainly find  this  a high  quality  pro- 
gram which  should  be  of  interest 
to  a great  many  people  ...” 

CFCL,  Timmins:  "The  broad- 
casts deal  with  such  an  important 
subject  and  are  so  well  prepared 
that  we  have  decided  to  schedule 
them  in  one  of  our  top  listening 
periods,  namely  8.15  Wednesday 
nights.  We  would  like  to  take  this 
opportunity  to  congratulate  Mr. 
Allan  for  the  wonderful  work  he 
has  done,  and  for  the  outstanding 
manner  in  which  he  has  managed 
to  get  that  personal  element  and 
down-to-earth  simplicity  for  added 
interest  . . .” 
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CJBQ,  Belleville:  ‘*The  natural- 
ness of  the  interviews  gives  an  air 
of  authenticity  which  could  be 
captured  in  no  other  way  . . 

CKOY,  Ottawa:  was  very 

impressed  by  the  material  and 
presentation  . . 

^^Worthwhile,”  ^Thrilling” 

And  here  is  the  kind  of  thing 
which  newspapers  saw  fit  to  say 
editorially  about  the  series  (in  this 
case  The  Cornwall  Standard  Dally 
Freeholder  is  quoted) : *'This  news- 
paper highly  recommends  the  forth- 
coming radio  series  to  city  and  dis- 
trict radio  listeners.  Only  through 
public  education  can  medical  au- 
thorities hope  to  succeed  in  their 
efforts  to  check  this  growing  dis- 
ease, which  currently  is  one  of  our 
foremost  social  and  health  prob- 
lems. Understanding,  rather  than 
condemnation,  is  the  only  sensible 
approach  to  the  problem  which  has 
been  the  source  of  widespread  mis- 
ery, suffering  and  wasted  lives.  Wc 
feel  certain  **The  Secret  Illness” 
radio  programs  will  prove  most  in- 
teresting and  informative  to  all 
who  hear  them.  The  series  un- 
doubtedly will  prove  to  be  a worth- 
while contribution  to  the  preven- 
tion of  alcohol  addiction.” 

J.  V.  McAree,  venerable  Globe 
and  Mail  columnist  added  this  com- 
ment: . . One  of  the  most  in- 

teresting and  useful,  even  thrilling, 
programs  to  be  heard  over  the  air 


is  that  of  the  Alcoholism  Research 
Foundation.” 

Audience  Reaction 

That  the  series  took  with  the 
public  as  well  as  the  publicists  has 
been  evident  at  Brookside  Clinic  in 
Toronto.  Letters,  phone  calls,  and 
word-of-mouth  inquiries  about 
treatment  for  alcoholism  have 
come  in  since  the  day  after  the 
first  broadcast,  and  have  alluded 
directly  to  something  heard  over 
the  radio. 

Many  listeners  believed  the  broad- 
casts came  ”live”,  directly  from  the 
clinic.  This,  of  course,  was  impos- 
sible, in  order  to  provide  the  series 
to  stations  in  different  parts  of  the 
province  on  different  schedules;  tape 
recordings  had  to  be  used.  But  the 
recordings  were  made  at  Brookside 
Clinic,  and  the  stars  of  each  pro- 
gram were  actual  patients — house- 
wife, salesman,  private  secretary, 
medical  doctor,  psychologist,  fac- 
tory worker,  and  teen-ager.  They 
represented  both  sexes,  and  many 
ages  and  backgrounds  of  experi- 
ence, education,  social  and  financial 
status.  They  were  a fair  cross-sec- 
tion of  the  population,  and  as  a 
group  they  effectively  gave  the  lie 
to  the  old  stereotype  of  an  alco- 
holic as  a Skid  Row  rubbydub. 

Ted  Allan’s  sign-off  sentence: 
. . the  sickness  everyone  hates 
but  few  understand”,  and  the  grim 
reminder  that  alcoholism  afflicts  16 
out  of  every  1,000  adults  in  the 
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Province  of  Ontario,  have  by  this  listeners  to  pause  and  take  stock  of 

time  caused  a great  many  radio  their  own  drinking  habits. 


DEVELOPMENTS 


In  British  Columbia  . • . 

AN  OUT-PATIENT  CLINIC  to  be  located  near  Vancouver 
General  Hospital  has  been  announced  as  the  first  step  in  imple- 
menting B.C.’s  new  Alcoholism  Foundation  program  under  execu- 
tive director  E.  D.  McRae.  It  will  render  medical  and  diagnostic 
services  to  all  alcoholics  in  B.C.  who  desire  treatment  and  will 
provide  rehabilitation  services  and  counselling  to  those  under  treat- 
ment. The  clinic  will  also  serve  as  an  information  centre.  The 
new  B.C.  program  aims  at  developing  research  and  education 
activities  as  well  as  engaging  in  treatment. 


in  Alberta  . . • 

ABOUT  150  DELEGATES  attended  the  Alcoholism  Foundation 
of  Alberta’s  first  conference  on  alcohol  studies  in  Edmonton,  Aug. 
30  through  Sept.  2.  They  heard  a number  of  visiting  authorities 
from  other  provinces  and  from  the  Yale  Center  of  Alcohol  Studies 
discuss  various  aspects  of  the  illness  and  its  treatment.  Following 
the  conference  an  informal  meeting  was  held  of  representatives 
from  British  Columbia,  Alberta,  Saskatchewan,  Manitoba,  and 
Ontario  with  a view  to  discussing  ways  in  which  these  provinces 
might  cooperate  advantageously  in  some  phases  of  their  work. 

In  Saskatchewan  . . • 

MRS.  MARTY  MANN,  dynamic  executive  director  of  the  Na- 
tional Committee  on  Alcoholism,  New  York,  was  guest  speaker 
at  a luncheon  in  Regina,  sponsored  by  the  Saskatchewan  Advisory 
Committee  on  Alcoholism.  J.  S.  White,  deputy  minister  of  social 
welfare  was  chairman  of  the  meeting. 

In  Manitoba  . . . 

JOHN  BRACKEN  and  his  five-member  Manitoba  Liquor  Com- 
mission are  continuing  their  exhaustive  investigation  into  'The 
whole  field  of  relevant  facts,  matters,  issues  and  legislation  relating 
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to  the  sale,  distribution  and  consumption  of  spirituous,  vinous  and 
malt  liquors  ...”  September  brought  them  to  Ontario  and  to  the 
Alcoholism  Research  Foundation  in  Toronto  for  a firsthand  report 
on  administrative  set-up,  methods  and  experience  here. 


In  Ontario  . . . 

H.  DAVID  ARCHIBALD,  executive  director  of  the  Alcoholism 
Research  Foundation,  has  been  invited  by  the  Yale  Center  on 
Alcohol  Studies  to  go  to  Sacramento  as  a special  advisor  to  the 
California  Alcoholic  Rehabilitation  Commission.  Mr.  Archibald 
also  has  recently  been  elected  vice-president  of  the  National  States’ 
Conference  on  Alcoholism  and  a member  of  the  executive  board 
of  the  International  Institute  for  the  Comparative  Study  of  Eating 
and  Drinking  Habits,  Rome,  Italy. 

KEITH  D.  CHILDERHOSE,  M.A.,  has  been  appointed  executive 
secretary  of  the  newly  formed  Ottawa  branch  of  the  Alcoholism 
Research  Foundation.  Mr.  Childerhose  received  his  B.A.  in  psy- 
chology from  the  University  of  Western  Ontario  and  earned  his 
M.A.  from  the  University  of  Toronto.  He  served  for  two  years  as 
clinical  psychologist  at  the  Ontario  Reformatory,  Guelph,  and  has 
for  the  past  year  been  associated  with  Dr.  Gordon  Bell,  first  at 
Shadowbrook  Health  Foundation,  and  latterly  at  the  Bell  Clinic, 
Willowdale,  Ont. 

ALAN  PARKIN,  B.A.,  M.D.,  has  been  appointed  to  the  treat- 
ment staff  of  Brookside  Clinic  in  the  capacity  of  part-time  psychi- 
atrist. He  is  a graduate  of  the  University  of  Manitoba  in  psy- 
chology and  of  the  University  of  Toronto  in  medicine.  For  the 
past  four  years  Dr.  Parkin  has  been  engaged  in  psychiatric  work 
in  London,  England — as  clinical  assistant  at  the  National  Hospital 
for  Nervous  Diseases,  Queen’s  Square,  as  registrar  to  the  Bethlem 
Royal  and  the  Maudsley  hospitals,  and  as  senior  registrar  to  the 
Department  of  Psychological  Medicine,  King’s  College  Hospital. 
He  is  an  associate  member  of  the  British  Psychoanalytic  Society. 

TWO  NEW  MEMBERS  have  been  appointed  to  the  board  of  the 
Alcoholism  Research  Foundation,  replacing  retiring  members. 
They  are  Norman  Robertson,  Q.C.,  president  of  the  North  Ameri- 
can Life  Assurance  Company,  and  William  Trimble  of  the  Baker 
Advertising  Agency  Ltd.,  Toronto. 
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Industry  Has  A Responsible  Role  Here 

Industry  Seen  Most  Effective 
in  Findings  Helping  Alcoholics 


SINCE  alcoholism  is  a health 
problem  that  takes  a tremen- 
dous toll  within  the  industrial 
population,  it  would  seem  only 


reasonable  to  expect  industry  to 
assume  an  important  role  in  its 
prevention  and  control.  This  is 
how  Dr.  W.  H.  Cruickshank, 


medical  director  of  the  Bell  Tele- 
phone Company  of  Canada,  put  it 
to  businessmen  attending  the 
Montreal  Rotary  Club,  January 
11. 

"'It  would  seem  logical  for  in- 
dustry to  provide  those  conditions 
of  work  which  would  contribute 
to  the  health  and  satisfaction  of  its 
workers,  a basic  consideration  in 
good  health,”  he  said. 

"Because  of  its  closely  knit  social 
structure  it  would  seem  logical 
that  industry  would  become  the 
most  effective  case-finding,  referral, 
and  rehabilitation  medium  in  the 
community.  Because  of  the  great 
waste  which  alcoholism  produces 
in  industry,  it  would  seem  logical 
that  a program  directed  to  its  con- 
trol would  become  an  essential  part 
of  the  efficient  operations  of  each 
company. 

"None  of  this  can  be  accom- 
plished until  we  are  prepared  to 
look  upon  the  alcoholic  as  a sick 
person  who  usually  can  be  helped.” 

Dr.  Cruickshank  went  on  to 
suggest  that  it  would  be  unreason- 
able, however,  to  expect  industry 
to  carry  the  full  load  in  control- 
ling this  problem.  There  is  also  an 

^ **The  basis  of  the  art  of  heal-  ^ 

^ ingy  which  is  the  physician-  ^ 
patient  relationship,  should  be 
^ one  of  the  main  subjects  of  ^ 
medical  education** 

4 — Pro/.  G.  Kraus,  5 

Univ.  Neuro-Psychiatric  Hosp., 

6 Groningen,  Holland,  9 


urgent  need  for  specialized  and 
coordinated  community  facilities 
including  well  sti.ffed  clinics, 
available  hospital  beds,  planned 
rehabilitation  services,  and  an  ade- 
quate program  of  public  education. 
Five  of  the  Canadian  provinces  and 
most  of  the  states  of  the  union 
have  recognized  this  need  and  now 
have  active  programs  for  preven- 
tion and  expanding  facilities  for 
treatment  and  rehabilitation. 

"There  is  now  a great  deal  to 
offer  in  the  way  of  treatment  and 
hope  of  rehabilitation  for  the  alco- 
holic through  the  medium  of  gen- 
eral medicine,  psychiatry,  social 
and  rehabilitation  services,  and 
through  the  assistance  of  other 
interested  and  very  worthwhile 
groups,”  Dr.  Cruickshank  said. 
"The  introduction  of  the  A.A. 
movement  on  this  continent  in 
recent  years  has  had  a profound 
effect  on  the  treatment,  follow-up, 
and  rehabilitation  of  alcoholics.  It 
has  actually  revolutionized  the 
entire  outlook  on  the  problem  due 
to  its  spiritual  and  social  concepts, 
and  thousands  of  citizens  on  this 
continent  have  'dried  up*  and  been 
able  to  take  again  their  full  role  in 
community  life.  The  objective  of 
all  treatment  measures  is  to  enable 
the  alcoholic  to  live  without  any 
alcohol  at  all. 

"The  basic  difficulty  in  this 
health  problem,  as  it  is  in  so  many 
others,  is  to  identify  the  alcoholic 
early  and,  through  one  medium  or 
another,  to  create  in  him  a desire 
to  live  without  alcohol;  and  then 
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**I  believe  alcoholism  is  a health  problem  which  is  a manifestation  of  the 
inability  of  an  individual  to  live  in  harmony  with  his  environment.  For  indus- 
4 trial  people^  the  work  situation  is  a major  part  of  the  total  environment.  I . 7 
think  there  is  a great  danger  in  separating  alcoholism  out  os  a problem  requir^- 
ing  an  isolated  control  program.  Anxiety,  excessive  tension,  lack  of  recog-  * 
4 nition,  will  produce  in  the  one  individual  one  symptom  complex,  in  the  other  7 
it  may  be  alcoholism.  It  can,  in  my  opinion,  be  handled  best  in  the  overall 
^ inimstrial  health  supervision  job  tvith,  of  course,  strong  community  facilities  as  ^ 
4 a support.**  / 

— W.  H.  Cruickshank,  M.D. 


to  provide  the  kind  of  assistance 
which  will  enable  him  to  achieve 
this  goal.” 

Alcoholics^  Characteristics 

The  Bell  medical  director  out- 
lined the  following  characteristics 
of  the  problem  drinker  or  alcoholic 
as  seen  in  industry  and  in  the  com- 
munity— 

1)  They  seem  to  be,  for  the 
most  part,  relatively  ordinary 
people;  as  a group,  probably  a 
little  more  intelligent  than  the 
average,  who  for  some  reason  as 
yet  not  too  well  understood  drink 
too  much.  They  tend  to  ‘guzzle’ 
their  drinks,  spend  too  long  in 
pubs  on  pay  day,  prefer  to  go  to 
parties  where  they  know  the  sup- 
plies are  good,  appear  on  the  job 
with  a hangover;  and  their  de- 
pendability seems  to  be  directly 
related  to  the  available  supply  of 
alcohol. 

2)  They  get  drunk  when  they 
drink.  They  cannot  drink  in  a 
socially  acceptable  manner.  This  is 
the  one  characteristic  common  to 
all  alcoholics. 

3 ) In  industry,  the  alcoholic 
loses  four  times  as  many  man- 
hours as  do  other  employees. 

4)  In  addition  to  lost  time,  the 


alcoholic  is  ineffective  about  half 
of  the  time  he  is  at  work,  due  to 
the  cumulative  effect  of  his  drink- 
ing. He  becomes  effective  every 
Wednesday. 

5)  The  alcoholic  is  an  accident 
hazard. 

6)  His  life  expectancy  is  re- 
duced. 

Hard  To  Distinguish 

“In  other  respects  investigators 
have  failed  to  distinguish  the  alco- 
holic from  the  non-alcohohc  in 
very  specific  ways,”  he  added.  “In 
regard  to  specific  personality  char- 
acteristics we  find  that  some  are 
seclusive,  some  gregarious,  some  are 
energetic,  some  are  lazy,  some  are 
religious,  some  agnostic,  some  are 
successful,  some  are  unsuccessful. 
Some  drink  because  they  are  bored, 
some  because  they  have  too  much 
responsibility. 

“There  seems  to  be  general 
agreement  that  alcoholics  are  im- 
mature people,  if  for  no  no  other 
reason  than  the  fact  that  in  respect 
to  alcohol  they  do  not  seem  to  be 
able  to  profit  from  their  experience. 

“Some  investigators  have  ob- 
served that  the  alcoholic  is  prone 
to  tension,  prone  to  more  readily 
give  up  the  struggle  to  which  man 
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is  inevitably  exposed.  He  escapes 
his  tension  through  the  anaesthetic 
route.  Some  investigators  have 
emphasized  the  extreme  egotism 
and  the  great  susceptibility  to  guilt 
of  the  alcoholic  as  typical.  Over- 
dependency is  considered  by  some 
to  be  a predisposing  factor  in 
habituations  of  all  kinds.  The  in- 
ability to  develop  satisfactory 
inter  - dependent  relationships  is 
considered  to  be  an  important 
characteristic  of  the  alcoholic  by 
other  investigators. 

Underestimated 

On  the  question  of  the  extent  of 
problem  drinking  in  industry,  Dr. 
Cruickshank  reported  that  a sur- 
vey of  30,000  industrial  workers 
carried  out  in  Montreal  in  1951 
had  indicated  only  about  one  per 
cent  of  employees  were  alcoholics; 
but  he  noted  that  this  figure  did 
not  fully  indicate  the  extent  of  the 
problem  because  only  two  of  the 
14  firms  surveyed  had  any  pro- 


gram for  education  or  casefinding. 
One  large  company  in  this  survey 
was  quite  complacent  and  sure 
that  a problem  did  not  exist  **  be- 
cause it  is  against  the  company’s 
rules  to  be  an  alcoholic”.  He 
went  on  to  give  details  of  the  more 
exhaustive  survey  done  by  the 
Alcoholism  Research  Foundation 
which  indicated  that  5.9  per  cent 
of  the  employees  in  the  industries 
studied  could  be  clearly  diagnosed 
as  problem  drinkers  or  alcoholics. 

At  the  outset  of  his  address.  Dr. 
Cruickshank  offered  a definition 
of  alcoholism  in  functional  terms. 
He  said  that  the  illness  may  be 
considered  to  exist  for  the  in- 
dividual when — (1)  His  or  her 
work  is  materially  reduced  in 
efficiency  and  dependability  be- 
cause of  drinking,  and  (2)  when 
drinking  is  not  an  isolated  ex- 
perience but  is  more  or  less 
repetitive,  and  (3)  when  it  re- 
sults in  recognized  interference 
with  health  and  personal  relations. 
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Alcoholics  In  The  General  Hospital 

Experience  Proves  Advantages 
of  Treatment  on  General  Ward 

by  W.  £.  Hall,  M.D.,  F.R.C.P.fC;  •* 


IT  is  possible  to  treat  acute 
alcoholic  intoxication  in  hospi- 
tal very  quickly  and  effectively 
by  well  tried  methods.  In  fact 
there  are  few  medical  conditions 
which  respond  so  rapidly  and  so 
well  to  specific  therapy  as  does 
this  form  of  intoxication. 

The  first  step  in  the  successful 
treatment  of  the  acute  alcoholic 
is  to  make  him  feel  that  he  is  be- 
ing accepted  as  one  who  is  ill.  He 
requires  encouragement  and  must 
be  approached  sympathetically.  He 
must  not  be  aware  of  resentment 
on  the  part  of  doctors,  nurses  or 
attendants.  If  he  is  shown  resent- 
ment he  will  in  turn  become  re- 
sentful and  develop  into  a be- 
haviour problem. 

Unconscious  Resentment 

Many  hospital  administrators, 
nurses  and  staff  doctors  have  an 
unconscious  resentment  toward, 
and  a fear  of,  the  acute  alcoholic. 
They  look  on  him  as  one  who 
should  not  have  allowed  himself 
to  reach  such  a state.  They  neglect 


or  are  unaware  of  the  fact,  that 
the  man  has  a strange,  poorly 
understood  disease.  Like  many  lay 
people  they  look  at  the  disease  as 
a self-inflicted  one  which  will  not 
kill  the  patient;  and  therefore 
they  feel  that  there  are  others  who 
need  the  hospital’s  services  more. 

Hospital  personnel  may  have 
unpleasant  memories  stirred  up  by 
the  word  '^alcoholic”.  They  recall 
the  **Skid  Road”  alcoholics  who 
have  gone  through  the  emergency 
ward  with  lacerations,  fractures 
and  head  injuries.  The  burdens 
which  these  individuals  have 
brought  to  the  hospital  in  the 
form  of  intoxicated  friends,  cr)?^- 
ing  families,  and  enquiring  police 
come  quickly  to  mind,  and  resent- 
ment is  aroused  toward  the  ac- 
ceptance of  another  alcoholic  in- 
side the  hospital.  The  hospital 
staff  does  not  make  any  distinction 
between  the  psychopathic  alcoholic 
and  the  non-psychopathic  alcoho- 
lic who  is  not  a troublemaker. 

The  vast  majority  of  patients 


*Dr.  Hall  is  a staff  physician  at  St,  MichaeVs  Hospital,  Toronto,  and  has  charge  of  the 
Foundation  patients  who  receive  treatment  there  for  acute  alcoholism.  He  is  an  ^4s«o- 

ciate  in  Medicine  at  the  University  of  Toronto. 
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with  acute  alcoholism  are  not 
noisy,  injured  or  encumbered  by 
police  and  relatives  at  the  hospi- 
tal door.  For  the  most  part  they 
are  fairly  responsible  citizens  who 
are  very  ill  and  in  great  need  of 
specific  treatment.  If  treatment  is 
given  they  will  be  restored  to  a 
relatively  good  state  of  health  in 
a few  days.  If  treatment  is  not 
given  they  will  become  more 
severely  ill  and  continue  to  be  the 
despair  of  themselves  and  their 
relatives  for  an  indefinite  time. 

Family  Physician’s  View 

Practising  physicians  are  all  very 
rhuch  aware  of  the  havoc  which 
alcoholism  creates  with  respect  to 
his  patient’s  health,  family  and 

prestige.  When  it  is  possible  for 
the  hospital  personnel  to  see  the 
alcoholic  from  the  point  of  view 
of  the  family  physician  and  there- 
after to  admit  the  patient  as  a 
deserving  individual,  the  major 
step  toward  recovery  has  been 

taken.  The  next  few  stages  are 

clear-cut  and  certain  to  produce 
complete  recovery  from  this 
particular  episode  in  his  illness. 
It  is  vital,  however,  that  the 

physicians  and  nurses  undertaking 
treatment  of  alcoholics  realize  that 
the  improvement  in  health  will  be 
only  temporary  unless  the  patient 
proceeds  to  further  help  with  his 
many  problems.  ^'Sobering  up”  the 
alcoholic  merely  represents  the 
termination  of  one  acute  episode 
in  a prolonged  chronic  illness.  The 
treatment  of  acute  intoxication 


should  be  the  first  step  in  a pro- 
gram of  rehabilitation. 

What  sort  of  patient  is  the 
alcoholic  when  he  reaches  the 
ward?  One  of  our  nurses  with 
three  years’  experience  in  handling 
alcoholics  has  said:  ‘'Alcoholics  are 
interesting  people  to  treat.  If  you 
treat  them  from  the  first  as  sick 
people  and  never  let  them  feel  that 
you  are  looking  at  them  as  just 
another  drunk,  they  are  easy  to 
handle.  If  you  humor  them  and 
have  the  right  attitude  towards 
them  they  will  accept  whatever 
treatment  you  want  to  give  them. 
After  24  hours  they  are  very  co- 
operative and  more  appreciative 
than  the  average  patient.  They 
recover  so  fast  that  they  break  the 
monotony  of  the  ward.” 

General  Ward  Advantages 

In  the  literature  there  are  many 
references  to  the  advantages  of 
treating  the  alcoholics  on  a gene- 
ral ward.  When  St.  Michael’s 
Hospital  began  to  accept  patients 
for  the  Alcoholism  Research 
Foundation,  the  director  suggested 
that  the  patients  be  admitted  in- 
discriminately to  any  ward  where 
a bed  might  be  empty.  It  was  in- 
dicated that  it  would  be  bad 
policy  to  have  beds  set  aside  as 
"alcoholic  beds”  and  have  a 
stigma  attached  to  anyone  admit- 
ted to  such  beds.  Over  the  years 
the  wisdom  of  this  suggestion  has 
been  borne  out.  Patients  have  ap- 
preciated the  fact  that  they  have 
been  treated  like  others.  Their 
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<1/  least  I think  a phy- 
sician must  know,  and  be  at 
great  pains  to  know,  about  nat- 
ural sciences,  if  he  is  going  to 
perform  aught  of  his  duty: 
what  man  is  in  relation  to  foods 
and  drinks,  and  to  habits  gener- 
ally, and  what  will  be  the  effects 
of  each  on  each  individual” 

— Hippocrates. 
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self-respect  which  returns  with 
sobriety  has  not  been  needlessly  in- 
jured. Many  who  have  required 
second  admissions  to  hospital  have 
requested  that  they  be  admitted 
where  they  can  become  lost  in  the 
midst  of  many  and  not  segregated 
in  a labelled  bed. 


Other  advantages  have  come 
from  having  the  intoxicated  and 
the  non-intoxicated  together.  The 
chronic,  moderately  ill  patients  on 
the  ward,  who  are  up  and  about, 
soon  learn  how  to  help  in  handling 
the  new  alcoholic  admission.  They 
provide  him  with  reassurance  and 
kindness.  They  see  that  he  stays 
in  bed  when  he  is  likely  to  injure 
himself  by  being  up.  Thereby 
they  take  some  of  the  work  away 
from  the  nurses  and  orderlies. 
Often  they  help  in  giving  fruit 
juice  and  fluids  to  the  patient  as 
he  is  coming  out  of  his  therapeutic 
insulin  reaction.  The  next  morn- 
ing all  are  friends  and  the  chroni- 
cally-ill  patient  shares  some  of  the 
nurses*  and  doctors*  satisfaction 
that  comes  with  seeing  someone 
respond  successfully  to  treatment. 
In  other  words,  the  alcoholic  often 


is  an  indirect  means  of  improving 
the  morale  of  the  ward.  The  alco- 
holic when  not  drunk  is  frequently 
an  extrovert  and  may  be  so  jovial 
on  recovery  that  he  adds  new  spirit 
to  a ward  whose  tone  may  have 
been  tending  towards  one  of  de- 
pression. 

Bases  of  Treatment 

The  general  treatment  of  acute 
alcoholism  has  been  well  establish- 
ed and  there  are  broad  principles 
upon  which  to  base  the  treatment 
of  the  individual  patient.  A com- 
plete physical  examination  should 
be  done  to  rule  out  alcoholic  com- 
plications or  other  disease.  The 
finding  of  a pneumonia,  cardiac 
failure  or  signs  pointing  towards 
a latent  head  injury  may  affect 
the  treatment  to  be  prescribed. 
One  might  try  to  taper  such 
patients  off  alcohol  slowly  rather 
than  abruptly  as  is  usually  done. 
When  it  has  been  decided  that  no 
complicating  factors  are  present 
then  one  usually  decides  to  counter- 
act the  alcoholic  intoxication  by 
means  of  glucose  and  insulin.  No 
immediate  treatment  will  be  neces- 
sary if  the  patient  is  intoxicated 
in  such  a fashion  as  to  be  nearly 
asleep  or  unconscious. 

Beirs  method  (1)  of  using  in- 
sulin and  glucose  is  most  satis- 
factory. It  will  interrupt  the 
craving  for  alcohol  and  quieten  the 
somewhat  unruly  alcoholic  in  a 
period  ranging  from  a few  minutes 
to  a few  hours.  It  provides  the 
physician  with  an  almost  infallible 
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means  of  producing  relaxation  and 
sleep.  When  the  physician  uses 
this  method  he  can  admit  his 
patient  to  hospital  with  the  assur- 
ance that  the  patient  will  be  con- 
trolled. The  physician  need  not 
fear  that  his  patient  will  disturb 
the  ward,  the  nurses,  or  the  ad- 
ministration. Bell’s  article  should 
be  consulted  for  complete  details. 
He  has  recently  altered  the  pro- 
cedure and  no  longer  gives  Vita- 
min B complex  to  obviate  the  oc- 
casional severe  allergic  reaction. 
The  B complex  is  given  intra- 
muscularly. In  brief  it  has  been 
our  practice  to  give  20  to  30  units 
of  standard  insulin  along  with 
50  c.c.  of  50  per  cent  glucose  in- 
travenously, and  a solution  of 
Vitamin  B complex  containing  30 
mgm.  thiamin  and  100  mgm. 
nicotinamide  intramuscularly.  This 
will  usually  produce  drowsiness  and 
sweating  in  30  to  60  minutes. 
When  a definite  hypoglycemic  re- 
action has  been  established  for  20 
to  30  minutes,  liberal  quantities  of 
fruit  juice  are  provided.  As  the 
reaction  wears  off  most  patients 
will  fall  into  a sleep  that  lasts  for 
several  hours.  At  times  a second 
injection  of  insulin  and  glucose 


6 

6 

4 

6 


'7/  Jhas  be  corns  apparent  that 
medicine  must  revert  once  again 
to  the  treatment  of  persons,  not 
merely  the  treatment  of  diseases.** 
— Dr.  D.  F.  Buckle, 

WHO  Consultant  on 
Mental  Health. 
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or  an  intravenous  infusion  of  5 
per  cent  glucose  in  saline  may  be 
required  to  produce  relaxation  if 
not  sleep.  Occasionally  the  in- 
sulin produces  unconsciousness  and 
if  so  intravenous  glucose  is  used  to 
overcome  the  hypoglycemia.  There 
is  seldom  any  need  to  administer 
sedatives  if  a satisfactory  insulin 
reaction  has  been  attained. 

Watch  For  Barbiturates 

Hypoglycemia  and  barbiturates 
do  not  mix.  Together  they  may 
prove  fatal.  Before  giving  insulin 
one  should  always  be  certain  that 
the  alcoholic  has  not  had  large 
doses  of  barbiturates;  and  while 
there  is  any  residual  hypoglycemia 
after  therapy,  no  intramuscular  or 
intravenous  barbiturate  prepara- 
tion should  be  used  for  further 
sedation. 

The  mildly  intoxicated  individ- 
ual may  be  quietened  by  paralde- 
hyde in  instances  where  it  is  not 
possible  to  give  insulin  and  glu- 
cose readily.  One  may  use  paralde- 
hyde in  doses  of  4 c.c.  intramus- 
cularly if  there  is  vomiting  or 
nausea.  Patients  who  can  and  will 
swallow  may  be  given  4 to  8 c.c  of 
paraldehyde.  It  should  be  re- 
membered that  chloral  hydrate  and 
barbiturates  are  contra-indicated 
in  the  acute  state  of  intoxication. 

Post  Alcoholic  State 

After  eight  to  12  hours  of 
therapy  the  patient  enters  what 
has  been  termed  the  immediate 
post  alcoholic  state.  In  this  state 
he  requires  continual  reassurance 
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and  care.  He  feels  tense  and 
**nervous”.  He  has  a coarse  tremor 
and  '^butterflies”  in  his  abdomen. 
He  may  have  varying  degrees  of 
nausea  from  gastritis.  For  moder- 
ate tension,  restlessness  and  "the 
shakes”  mephenesin  is  useful.  This 
may  be  given  as  mephenesin  tabs  2 
(1  gm.)  four  times  daily  or 
Mephate  (Robins)  caps  2 (0.5 

gm.  mephenesin,  0.60  gm.  gluta- 
mic acid)  four  times  daily.  More 
marked  degrees  of  uneasiness  may 
require  paraldehyde  or  bromide  and 
chloral  preparations.  We  have  had 
excellent  results  using  paralde- 
hyde 4 c.c.  every  four  hours 
alternating  with  bromide  and 
chloral  hydrate  10  c.c.  every  four 
hours.  The  dangers  of  prescribing 
sedatives  beyond  the  immediate 
post -alcoholic  period  cannot  be 
dealt  with  here.  To  restore  ap- 
petite and  with  some  apparent 
sedative  effect,  insulin  is  usually 
given  in  doses  of  10  units  three 
times  a day  one  half  hour  before 
meals.  B complex  is  given  by 
injection  for  24  to  48  hours 
until  appetite  has  fully  returned. 
When  there  is  gastritis^  aluminum 
hydroxide  gel  will  usually  relieve 
the  abdominal  burning. 

Delirium  Tremens 

The  occasional  patient  who  has 
been  drinking  for  a long  time  on 
a restricted  diet  may  appear  to  be 
a likely  candidate  for  delirium 
tremens  after  his  alcohol  is  with- 
drawn. We  have  found  anticon- 
vulsants, especially  primidone 


(Mysoline-Ayerst)  in  doses  of  tabs 
1 (0.25  gm.)  four  times  daily 

most  helpful  in  preventing  the  on- 
set of  delirium  tremens  in  patients 
whom  our  experience  would  lead 
us  to  suspect  as  being  inclined  to 
this  complication.  We  have  again 
borrowed  from  the  practice  of  the 
Bell  Clinic  with  respect  to  the  use 
of  primidone.  When  there  seems 
to  have  been  a greater  than  usual 
chance  for  the  development  of 
delerium  tremens  we  have,  over 
the  past  two  years,  given  intraven- 
ous and  subcutaneous  A.C.T.H. 
We  are  currently  using  Duracton 
(A.C.T.H. — Nordic)  in  doses  of 
five  units  subcutaneously  daily  for 
one  to  three  days.  Prophylactic 
primidone  and  A.C.T.H.  have 
made  delirium  tremens  almost  un- 
known on  our  wards.  If  the 
physician  will  use  these  means  to 
prevent  the  delirium  tremens  he 
will  find  that  his  hospital  will  no 
longer  fear  that  the  alcoholic  is 
going  to  require  restraints  and 
extra  nursing  care  some  one  to 
four  days  after  he  has  been  taken 
off  his  alcohol. 

Should  the  delirium  tremens 
arise  in  spite  of  therapy,  or  in 
patients  admitted  to  other  wards 
because  of  infections  or  surgical 
conditions  where  the  alcoholism  is 
of  secondary  consideration  then 
the  physician  may  control  them 
by  repeating  the  glucose  and  in- 
sulin, using  larger  doses  of  insulin; 
or  in  the  surgical  cases  who  have 
not  had  anti-alcoholic  treatment 


on  admission,  he  may  begin  treat- 
ing the  delerium  tremens  with  in- 
sulin and  glucose.  If  this  fails, 
intramuscular  paraldehyde  may  be 
added  to  the  A.C.T.H.  and  primi- 
done program. 

Post  alcoholic  convulsions  have 
been  controlled  and  prevented  in 
our  experience  with  primidone. 

Chlorpromazine  Used 

Ghlorpromazine  (Largactil-Pou- 
lenc)  is  a drug  that  is  currently 
receiving  consideration  in  the 
treatment  of  acute  alcoholism  in 
some  centres.  While  we  have  not 
used  it  ourselves  we  have  been  im- 
pressed with  the  results  which  have 
been  obtained  at  the  Bell  Clinic 
and  at  the  London  Clinic  of  the 
Alcoholism  Research  Foundation. 
They  have  used  chlorpromazine  in 
doses  of  25  to  50  mgm.  (tabs  1 
to  2)  four  times  a day  with  en- 
couraging results  during  the  im- 
mediate post  alcoholic  state.  Mild 


sedation  has  thus  been  obtained  for 
48  to  72  hours  at  the  end  of  which 
time  the  drug  has  been  discon- 
tinued. Patients  with  grossly 
damaged  livers  have  been  excluded 
from  this  form  of  treatment.  The 
chlorpromazine  has  also  been  found 
unusually  effective  in  controlling 
and  preventing  delirium  tremens 
when  it  has  been  used  in  doses  of 
5 0 mgm.  intravenously  in  the 
same  syringes  as  the  insulin  and 
glucose.  It  must  never  be  used 
when  there  is  coma  due  to  alcohol 
or  barbiturates.  Lehmann’s  article 
(2)  should  be  consulted  by  any- 
one planning  to  use  this  drug. 

In  the  light  of  our  three  years* 
experience  at  St.  Michael’s  Hospi- 
tal, it  is  clear  that  there  are  many 
reasons  why  a patient  suffering 
from  acute  alcoholic  intoxication 
should  be  admitted  to  a general 
hospital  for  effective,  easily  ad- 
ministered treatment. 


(1)  Bell  R.  G.:  C.M.A.J.,  6J^:  p510,  June,  1951, 

(2)  Lehmann,  H.C,:  C.M,A.J.,  72:  p91,  January  15,  1955, 


TOTAL  SERVICES  USED  BY  FOUNDATION  PATIENTS 
19 J 1-1914 


During  19 5 a total  of  983  patients  availed  themselves  of  one  or  more  of  the  Foun- 
datioWs  services.  Of  these,  636  were  new  patients,  and  3k7  were  patients  who  had  used 
our  treatment  services  previously.  In  addition,  there  were  118  additional  files  opened, 
representing  contacts  with  relatives  or  friends  ahout  problem  drinkers  who  have  not  yet 
been  seen  for  treatment. 


Seven  Stages  In  The  Family  Crisis 

Readjustment  of  Alcoholic  *s  Family 
To  PatienVs  Recovery  Is  Not  Easy 


The  family  of  the  alcoholic  has 
been  seen  for  the  most  part 
either  as  the  chief  sufferer  from 
his  misbehavior,  or  as  the  tool  for 
his  rehabilitation.  But  the  actual 
fate  of  families  caught  in  the 
crisis  of  alcoholism  has  never  been 
studied  systematically  in  the  past. 
The  first  such  study  is  that  of 
J.  K.  Jackson  (University  of 
Washington  School  of  Medicine, 
Seattle).  The  results  of  her  in- 
vestigation may  be  of  decided 
value  to  all  agencies  which  treat 
alcoholics  or  deal  with  their  pro- 
blems. 

Jackson’s  study  was  limited  to 
the  marital  families  of  men  alco- 
holics. It  was  done  during  three 
years  spent  as  a **member”  of  a 
women’s  auxiliary  of  Alcoholics 
Anonymous.  Fifty  women  were  in 
the  group  during  the  period  of  the 
study — all  with  alcoholic  husbands, 
though  not  all  the  husbands  were 
members  of  A.A.  Jackson  made  a 
stenographic  record  of  the  frank 
discussion  of  their  family  problems 
by  these  wives  at  their  meetings. 
This  record  was  then  analyzed  in 
an  attempt  to  discover  any  sim- 
ilarities in  the  order  of  events,  be- 
haviors and  changes.  From  this 
analysis,  a picture  of  the  families 


of  alcoholics  emerged  which  show- 
ed how  they  become  involved  in 
a growing  crisis.  This  course,  as 
the  efforts  to  meet  it  and  adjust 
to  it,  could  be  divided  into  seven 
stages: 

Refusal  To  See 

Stage  1:  For  the  most  part,  the 
early  signs  of  excessive  drinking 
by  the  husband  are  met  by  trying 
to  pretend  that  no  serious  problem 
exists.  Episodes  of  intoxication, 
especially  if  they  cause  social  em- 
barrassment, may  strain  the  marital 
relationship,  but  they  are  easily 
patched  up.  To  lessen  this  strain, 
talk  about  other  problems  of  the 
marriage  is  often  avoided.  The  wife 
tries  to  discover  some  '^formula” 
by  which  she  can  deal  with  her 
husband’s  drinking  and  keep  it 
on  a respectable  level.  The  hus- 
band stands  on  his  rights  to  **drink 
like  any  man”  and  resents  inter- 
ference or  any  hint  that  he  cannot 
control  himself. 

Stage  2:  Attempts  to  deny  the 
problem  having  failed,  and  as  ex- 
cessive drinking  continues,  some 
effort  to  eliminate  it  is  begun — ■ 
usually  when  the  family  finds  it- 
self being  marked  out  or  punished. 
The  couple,  for  example,  learn  that 
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they  were  not  invited  to  a party; 
or,  when  they  visit  friends,  drinks 
are  not  served,  or  are  carefully 
limited.  This  social  isolation  in- 
creases the  importance  of  inter- 
action between  husband  and  wife. 
At  the  same  time  the  importance 
of  drinking  becomes  more  intense. 
But  talk  about  it  is  also  more  pain- 
ful and  must  be  avoided.  Advice 
from  relatives  or  friends  is  resent- 
ed as  outside  interference,  but  the 
couple  themselves  do  not  know 
what  to  do. 

The  wife  begins  to  feel  she  is  a 
failure  as  episodes  of  drunkenness 
by  the  husband  become  more  fre- 
quent. During  periods  of  sobriety, 
the  husband  tries  to  make  up  for 
his  failures  by  treating  her  especial- 
ly well.  But  his  next  bout  of 
drunkenness  only  magnifies  the 
tension.  Each  interval  of  sobriety 
rekindles  the  hope  that  the  past 
is  past,  and  prevents  the  wife 
from  thinking  of  adjusting  to  a 
husband  who  is  an  alcoholic.  If 
there  are  children,  they  may  begin 
to  show  emotional  disturbance  at 
this  time. 

‘‘Reform”  Abandoned 

Stage  3:  In  due  course  the  family 
is  forced  to  make  some  adjust- 
ment to  a state  of  disorganization. 
The  husband’s  drunkenness  is  ac- 
cepted as  a permanent  problem. 
Sober  periods  still  awaken  hope — 
but  hope  weakened  by  past  dis- 
appointments. The  wife  now  tries 
mainly  to  relieve  present  tensions, 
to  meet  emergencies:  she  has 


given  up  trying  to  solve  the  whole 
problem,  to  ‘"reform”  her  hus- 
band. When  he  gets  drunk,  the 
accumulated  hostility  between 
them  may  be  allowed  to  find  ex- 
pression. They  may  fight  openly 
and  hurt  one  another,  and  the  wife 
will  then  feel  guilty  for  behaving 
in  an  unwomanly  way. 

The  children  may  now  become 
severely  disturbed.  They  have 
probably  learned  what  the  true 
situation  is,  but  they  are  divided 
in  their  loyalties.  Father  is  very 
good  to  them  when  sober. 

In  this  stage,  the  family’s  self- 
sufficiency  is  likely  to  become  dis- 
rupted. The  husband  may  get  into 
trouble  with  the  police — perhaps 
land  in  jail.  An  emergency  may 
occur  in  which  the  wife  is  finally 
forced  to  seek  outside  help — the 
police,  or  a social  agency.  Rela- 
tions between  husband  and  wife 
are  not  improved  by  her  recourse 
to  such  help. 

Stage  4:  As  the  disorder  progres- 
ses, the  wife  is  forced  to  take  over 
full  control  of  the  family.  She 
tries  to  reorganize  it  on  the  basis 
that  her  husband  is  helpless.  She 
become  actual  head  of  the  family, 
treating  the  husband  as  another 
child.  She  assumes  responsibility 
for  the  household  expenses,  control 
of  the  children,  and  care  of  the 
husband.  He  may  show  resent- 
ment of  this  change,  especially 
where  the  children  are  concerned, 
and  try  to  get  them  to  side  with 
him  against  the  “bossy”  and  “in- 
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SOURCES  OF  REFERRAL  OF  NEW  PATIENTS 
ALCOHOLISM  RESEARCH  FOUNDATION  19  H 


TOTAL  NEW  PATIENTS  IN  1954  = 636 


considerate”  mother. 

The  family  thus  becomes  more 
stable,  but  it  still  suffers  from 
disorganization:  The  man’s  pay 
cheques  tend  to  become  smaller 
and  less  regular.  He  is  liable  to  ac- 
cidents and  illness.  His  behavior 
may  become  more  violent  or  more 
bizarre.  He  may  need  hospitaliza- 
tion. The  wife  is  likely  to  get 
acquainted  with  more  and  more 
agencies  of  help,  and  the  husband 
may  talk  of  doing  something  about 
his  drinking. 

Time  of  Separation 

Stage  L*  The  episodes  of  drunken- 
ness do  not  stop,  however,  but  oc- 
cur oftener,  last  longer,  and  are 
more  disastrous  for  the  family. 
Finally  the  wife  decides  to  cut  the 


problem  by  ending  the  marriage. 
If  she  has  by  now  gotten  the 
family  on  an  orderly  basis  in  spite 
of  the  husband’s  alcoholism,  this 
decision  may  be  easier  for  her.  She 
may  just  separate  from  her  hus- 
band, or  she  may  divorce  him. 
Often  this  step  will  follow  an  ex- 
ceptional crisis,  as  when  the 
alcoholic  husband  has  tried  to  do 
violence  to  her  or  the  children, 
or  has  done  something  to  bring 
them  into  public  disgrace.  Some- 
times it  is  provoked  or  eased  by 
the  husband’s  desertion.  But  in 
other  cases  the  separation  has  the 
effect  of  sobering  the  husband  up, 
at  least  for  a time,  and  the  family 
may  be  reunited. 

Actual  or  formal  separation  may 
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be  avoided,  however,  and  Stage  7 
may  be  entered  instead. 

Stage  6:  Separation  from  the 
alcoholic  husband  results  in  partial 
reorganization  of  the  family — as 
a unit  without  a man  at  the  head  of 
it.  The  situation  is  similar  to  that 
in  other  divorced  or  separated 
families,  yet  in  some  respects  it  is 
not  quite  the  same.  Relationship 
with  the  husband  is  not  quite  cut 
off.  The  wife  may  feel  guilty 
over  having  deserted  and  cast  out 
a **sick  man.”  The  husband  may 
enter  a period  of  good  behavior 
and  work  on  the  children  to  re- 
capture their  loyalty;  or,  when  he 
gets  drunk,  he  may  endanger  the 
wife’s  job  by  calls  at  her  place  of 
work.  The  family  is  partly  re- 
organized, but  it  is  not  through 
with  the  alcoholic  and  the  pro- 
blem of  alcoholism. 

Stage  7:  This  stage  is  reached  if 
the  husband’s  alcoholism  is  arrest- 
ed, whether  through  Alcoholics 
Anonymous,  medical  and  social 
treatment,  or  by  whatever  means. 
If  the  family  was  broken  up.  it  is 
now  reunited.  But  the  problems 
of  the  family  are  not  entirely  over 
just  because  the  man  has  really 
given  up  alcohol  and  is  sober. 

Every  marriage  and  every 
family  has  its  internal  troubles. 
While  the  husband  was  an  alcoholic 
this  problem  dominated  the 
scene.  All  difficulties  in  the 
family  came  to  be  blamed  on  the 
alcoholism,  and  no  adjustment 
was  made  to  the  other  problems. 


Now  it  turns  out,  naturally,  that 
the  former  alcoholic  was  not  an 
"ideal  person”  even  aside  from 
alcoholism.  It  is  not  easy,  at  this 
late  stage,  to  adjust  to  his  non- 
alcoholic faults. 

Readjustment  Is  Hard 

Other  problems  arise,  connected 
with  the  change  in  the  situation. 
The  wife  has  become  used  to  run- 
ning the  family.  The  children  are 
accustomed  to  looking  to  her  for 
decisions.  The  man,  of  course, 
feels  he  should  now  be  consulted. 
But  he  is  almost  a stranger;  the 
family  is  far  from  sure  he  can  be 
trusted  and  relied  upon.  The  hus- 
band may  devote  a great  deal  of 
time  to  helping  alcoholics,  feeling 
this  is  necessary  for  his  own  con- 
tinued recovery;  but  the  wife  may 
resent  his  devotion  to  them  in- 
stead of  to  her — after  all  she  has 
gone  through.  She  may  even  re- 
sent the  fact  that  others  succeed- 
ed in  saving  her  husband  where 
she  could  not.  These  problems 
in  Stage  7 must  be  met  and  solved 
if  the  family  as  well  as  the  alcohol- 
ic is  to  recover.  The  wife’s 
membership  in  an  A. A.  auxiliary  is 
especially  helpful  in  this  respect. 

E.  M.  Jellinek  pointed  out  the 
importance  of  the  phases  of 
alcoholism.  Recognizing  the  phase 
of  alcoholism  a patient  has  reached 
enables  the  therapist  to  deal  ap- 
propriately with  him.  Jackson  has 
now  pointed  out  the  importance 
of  recognizing  the  stages  of  alco- 
holism as  a family  problem.  The 
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therapist  or  agencies  dealing  with 
the  wife  or  family  of  the  alcoholic 
can  likewise  plan  their  help  on 
more  practical  lines  if  they  first 
determine  the  stage  of  family 
crisis:  whether  the  situation  is  in 


an  early  stage  of  its  evolution — 
where  the  true  nature  of  the  pro- 
blem is  hardly  recognized  or  ad- 
mitted— or  in  a later  stage  when, 
for  example,  the  wife  may  be 
minded  to  break  up  the  marriage. 
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DEVELOPMENTS 


In  New  Brunswick  . . . 

DR.  DAVID  A.  STEWART,  former  professor  of  philosophy 
at  the  University  of  New  Brunswick  and  now  provincial  director 
of  alcohol  education  and  chief  welfare  officer,  recently  launched 
an  experiment  in  group  psychotherapy  for  10  alcoholics  in  the 
provincial  mental  hospital.  Methods  used  in  New  Brunswick 
previously  aimed  at  sobering  the  patient,  * 'drying  him  out”,  and 
renewing  him  physically.  This  is  the  first  attempt  at  treatment 
with  long-term  recovery  in  view. 


In  Quebec  . . . 

REV.  UBALD  VILLENEUVE,  o.m.i..  General  Chaplain  of  Le 
Centre  Canadien  des  Cercles  Lacordaire  et  Sainte- Jeanne  d’Arc, 
Dr.  Dominique  Bedard,  and  Mr.  Albert  Menard,  all  of  Quebec 
City,  paid  a special  visit  to  Toronto  in  January  to  observe  at 
firsthand  the  work  of  the  Alcoholism  Research  Foundation. 
Father  Villeneuve  is  also  secretary-general  for  North  and  South 
America  of  Sobrietas  Internationalis,  and  official  delegate  for 
North  and  South  America  of  La  Ligue  Internaionale  Antialcoolique. 
Dr.  Bedard  is  a psychiatrist  attached  to  the  Roy-Rousseau  Clinic; 
and  Mr.  Menard  is  a special  placements  officer  of  the  Unemploy- 
ment Insurance  Commission  in  Quebec  City. 

In  Ontario  . • . 

DR.  E.  M.  JELLINEK,  Consultant  on  Alcoholism  to  the 
World  Health  Organization,  in  a press  interview  during  his 
last  visit  to  Toronto,  January  31,  made  the  following  statement: 
"Ontario  is  one  of  the  most  advanced  areas  in  its  efforts  to  re- 
move alcoholism.  The  Alcoholism  Research  Foundation  has  one 
of  the  most  modern  programs  in  the  world.  Whereas  some 
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countries  become  so  obsessed  with  one  phase  of  a program  that 
it  gets  out  of  hand,  the  Ontario  Foundation  has  neatly  balanced 
research,  treatment,  and  education  programs  which  supplement 
each  other.  Its  officers  have  their  feet  as  solidly  on  the  ground 
as  any  in  the  world.” 

TELEVISION  VIEWERS  throughout  Ontario  had  a half- 
hour  glimpse  into  the  problem  of  alcoholism  Sunday  afternoon, 
January  30,  when  the  CBC  network  carried  an  **On  The  Spot” 
film  made  just  after  Christmas  at  Brookside  and  the  Alex.  G. 
Brown  Memorial  clinics  in  Toronto.  Participating  in  the  dis- 
cussion sequences  of  the  film  were:  Frank  Potts,  chief  psychologist, 
Ontario  Department  of  Reform  Institutions;  Rev.  John  McGonegal, 
chaplain  of  the  Trinity  Club  (for  alcoholics) ; Dr.  Gordon  Bell, 
medical  director,  Bell  Clinic,  Willowdale;  and  H.  David  Archi- 
bald, executive  director.  Alcoholism  Research  Foundation.  This 
film  was  subsequently  carried  on  all  21  stations  of  the  CBC 
television  network  across  Canada. 

In  Manitoba  ... 

JOHN  BRACKEN’S  Manitoba  Liquor  Commission  obtained 
the  consulting  services  of  Dr.  E.  M.  Jellinek  during  the  last 
week  of  January  when  he  flew  over  from  Geneva,  at  the  re- 
quest of  the  federal  government,  to  advise  the  commission  on  the 
preparation  of  its  report  "*on  the  whole  field  of  relevant  facts, 
matters,  issues,  and  legislation  relating  to  the  sale,  distribution  and 
consumption  of  spirituous,  vinous,  and  malt  liquors.” 

In  Saskatchewan  . . . 

J.  F.  A.  CALDER,  director  of  the  Saskatchewan  Bureau  on 
Alcoholism,  is  planning  an  ambitious  agenda  for  the  second,  in- 
formal meeting  of  directors  of  Canada’s  five  provincial  organiza- 
tions dealing  with  alcoholism.  The  meeting  is  scheduled  for 
three  days,  May  17-19. 

In  British  Columbia  . . . 

DR.  B.  B.  MOSCOVICH,  a clinical  instructor  in  medicine 
at  the  University  of  British  Columbia  medical  school,  has  been 
appointed  clinical  director  of  the  B.  C.  Alcoholism  Foundation’s 
first  out-patient  clinic.  In  addition  to  developing  the  Founda- 
tion’s out-patient  program,  he  will  assist  in  planning  other  treat- 
ment and  rehabilitation  resources.  Dr.  Moscovich’s  appointment 
is  on  a part-time  basis,  and  he  will  continue  his  private  practice. 


[16] 


& medicine  division 


tABLE  OF  CONTENTS 


Alcoholic  Hospital  Planned 
Here  In  1873 1 


RESEARCH 


Kindness  The  Vital 

Factor  In  Treatment...  6 


Hard  To  Compare 

Treatment  Results 7 


ALCOHOLISM 

RESEARCH 

FOUNDATION 


Research  Demolishes 

Alcoholic  Myths 10 


ONTARIO 


VOL.  2,  NO.  4 
April,  1955 


This  periodical  is  published  five  times  a year 
in  the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Each  issue  contains  pertinent,  factual  inform- 
ation selected  primarily  because  of  its  Interest  to 
those  who  are  called  upon  to  deal  with  alcoholism 
professionally.  Articles  published  do  not  neces- 
sorily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  information 
about  some  aspect  of  alcoholism,  you  are  invited 
to  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontario. 


alcoholism 

RESEARCH 


Vot.  2,  No.  4 
Aprit,  1955 


Alcoholic  Hospital  Planned  Here  In  1873 

Early  Ontario  Act  Provided  $100^000 
for  78-Bed  Hospital  for  Alcoholics 

by  Richard  B.  Splane,  M.A.,  M.S.W. 


TO  anyone  who  believes  that 
the  concept  of  treating  alco- 
holics is  new  to  Ontario  it  will 
come  as  a surprise  to  learn  that  in 
1873  the  legislature  passed  "An 
Act  to  provide  for  the  establish- 
ment of  a hospital  for  the  reclama- 
tion and  cure  of  Habitual  Drunk- 


ards”, and  appropriated  $100,000 
for  the  construction  of  a 7 8 -bed 
hospital  to  be  completed  by  July 
1875.  This  was  three-quarters  of 
a century  before  the  establishment 
of  the  Ontario  Alcoholism  Re- 
search Foundation  in  1949! 

A site  for  the  proposed  Ontario 
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Hospital  for  Inebriates  was  pur- 
chased atop  Hamilton  Mountain 
and  construction  was  begun.  Be- 
fore the  building  was  completed, 
however,  John  W.  Langmuir,  the 
province’s  first  Inspector  of  Prisons, 
Asylums  and  Public  Charities,  and 
father  of  the  alcoholic  rehabilitation 
move,  had  to  concede  that  the  de- 
mands for  accommodation  for  the 
mentally  ill  should  take  precedence. 
In  his  report  for  the  year  1874-75 
he  felt  obliged  to  make  the  follow- 
ing recommendation: 

”I  would  recommend  that  the 
buildings  now  in  course  of  con- 
struction in  Hamilton,  for  the 
purpose  of  an  Inebriate  Asylum, 
should,  for  the  present,  be  used  as 
an  asylum  for  the  Insane,  to  be 
occupied  by  cases  of  mild  or 
chronic  character  . . . While  I con- 
tinue to  hold  the  opinion  that  an 
effort  should  be  made  to  reclaim 
drunkards  and  cure  the  disease  of 
drunkenness  by  special  treatment, 
in  an  establishment  provided  for 
that  purpose;  still  it  will  generally 
be  admitted  that  the  claims  of 
those  who  are  afflicted  with  in- 
sanity are  far  more  pressing  and 
urgent  than  that  of  men  labouring 


I Remember  • . • 

I Your  hospital  is 

I the  sentinel  that 

I never  sleeps. 

! (National  Hospital 

j Day,  May  12) 


under  a diseased  appetite  for  strong 
drink.  Moreover,  the  adoption  of 
this  recommendation  will  not  pre- 
vent the  establishment  of  a Hos- 
pital for  Inebriates  on  a smaller 
scale,  for  the  present,  than  was 
originally  contemplated;  as  a suit- 
able house  and  grounds  for  the 
purpose  of  such  a Hospital  can  be 
easily  obtained,  while  those  required 
for  an  asylum  for  the  Insane  must 
be  specifically  prepared  and  fitted 
up.” 

Project  Abandoned 

The  small  scale  hospital  sug- 
gested in  this  passage  was  not, 
however,  obtained  and  the  whole 
project,  which  had  seemed  so  well 
assured  the  year  before,  dropped 
rapidly  out  of  sight. 

Langmuir  did  not  indicate  at  the 
time  whether  other  considerations 
than  those  mentioned  affected  his 
decision.  In  1878,  however,  some 
further  information  which  may 
cast  light  upon  the  situation  did 
emerge.  Langmuir  was  asked  to 
recommend  to  the  government  how 
it  might  best  spend  a large  sum  of 
money  that  had  fallen  to  the 
Crown  from  the  estate  of  one  An- 
drew Mercer.  Among  possible  uses 
for  the  money  which  Langmuir 
considered  was  the  inebriate  hos- 
pital project.  He  dismissed  it  with 
the  following  revealing  comment: 

•*As,  however,  very  great  di- 
versity of  opinion  exists  in  respect 
to  institutions  of  this  kind,  and  the 
question  has  arisen  whether,  if 
founded  at  all,  they  could  not  be 
carried  on  to  greater  advantage  by 


private  enterprise,  although  not 
concurring  in  this  view,  I do  not 
think  it  would  be  advisable  to 
appropriate  the  funds  in  question 
for  such  a scheme.” 

Lacked  Public  Support 

Thus  it  was  evident  that  while 
Langmuir  had  made  a good  case  for 
a public  hospital  for  inebriates, 
others,  no  doubt  in  the  majority, 
were  opposed  to  the  idea.  It  would 
indeed  have  been  remarkable  if  a 
policy  so  important  and  far-reach- 
ing had  been  adopted  as  a result  of 
the  advocacy  of  a public  official  at 
a time  when  his  proposal  had  little 
public  support. 

John  Langmuir,  who  held  the 
post  of  Inspector  of  Prisons, 
Asylums  and  Public  Charities  from 
its  establishment  in  1868  until 
1882,  was  an  extraordinary  public 
servant.  He  went  on,  after  resign- 
ing his  position,  to  enter  upon  a 
highly  successful  business  career  as 
founder  and  general  manager  of 
the  Toronto  General  Trust  Com- 
pany Limited.  While  in  the  gov- 
ernment service  he  became  the 
moving  spirit  behind  a number  of 
interesting  and  progressive  meas- 
ures in  the  fields  of  health,  welfare, 
and  correction. 

Langmuir  held  to  the  view  that 
gaols  and  asylums,  which  were  tra- 
ditionally the  repositories  for  great 
numbers  of  persons  whose  problem 
seemed  to  be  alcoholism,  were  in- 
herently unfitted  to  attack  that 
problem  constructively.  He  studied 
the  more  promising  approaches  in- 
dicated in  the  inebriate  hospitals 


developing  in  Europe  and  the 
United  States,  and  he  was  able  to 
have  himself  ’^instructed”  by  the 
provincial  government  to  report 
upon  this  method  of  dealing  with 
alcoholics  in  need  of  treatment. 
He  visited  two  U.S.  institutions — 
at  Binghampton  and  Wards  Island, 
New  York — and  came  up  with  a 
10 -page  exposition  of  his  findings 
in  his  1871-72  annual  report. 
33-40%  Successful 

He  began  his  special  report  with 
references  to  a Select  Committee 
of  the  British  House  of  Commons 
which  found  that  the  average 
number  of  ’’cures”  in  sanatoria  or 
inebriate  reformatories  ranged  from 
33  to  40  per  cent  of  admissions. 
This  and  other  evidence  led  Lang- 
muir to  conclude  that  ’’the  plan 
of  treating  drunkenness  as  a disease, 
and  of  establishing  hospitals  for  its 
cure  and  amelioration  is  not  chi- 
merical or  impracticable,  but  is  one 
which  gives  greater  promise  of 
success  than  any  other  that  can  be 
adopted,  and  which  therefore  de- 
mands the  serious  consideration  of 
government.” 

Langmuir  moved  from  this  con- 
clusion to  argue  that  the  govern- 
ment ought  to  assume  responsibility 
for  establishing  treatment  institu- 
tions. His  argument  merits  ex- 
tensive quotation: 

”.  . . it  seems  clearly  right  that 
the  establishment  of  such  an 
institution  in  this  Province, 
should  be  undertaken  by  Gov- 
ernment instead  of  being  left  to 
private  enterprise  and  benevo- 
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lence.  For,  in  the  first  place,  it 
is  altogether  probable  that  in  the 
latter  case  such  an  institution 
would  not  be  established  at  all. 
The  information  possessed  by 
the  public  upon  this  subject  is 
yet  extremely  meagre — sufficient 
perhaps  to  have  awakened  a good 
deal  of  interest  in  it,  but  quite 
insufficient  to  induce  practical 
effort  and  to  call  forth  the 
requisite  funds.  Besides  this  the 
work  would  be  better  done  by 
the  Government  than  by  any 
private  individual  or  company. 
All  the  needs  of  such  an  estab- 
lishment in  regard  to  its  build- 
ings and  their  appointments  and 
to  the  securing  of  the  best  offi- 
cers and  servants  would  thus  be 
more  generously  supplied,  its 
management  and  supervision 
would  be  more  thorough,  and 
the  rights  of  the  subject  would 
be  more  carefully  guarded.  And 
last  of  all  the  establishment  and 
maintenance  of  an  Asylum  of 
this  character  falls  within  the 
true  sphere  and  work  of  the 
Government.  It  would  be  pre- 
eminently an  institution  of  pub^ 
lie  utility^  as  the  evil  against 
which  it  would  contend  is  pre- 
eminently a public  burden  and 
calamity.  The  degree  of  disease, 
idiocy,  insanity  and  crime  direct- 
ly and  indirectly  caused  by 
drunkenness,  and  the  extent  of 
the  pecuniary  expenditure  out 
of  public  funds  together  with 
the  decrease  and  limitation  of 
the  general  wealth  thus  oc- 


casioned ^re  simply  incalcul- 
able.” 

Having  established,  at  least  to 
his  own  satisfaction,  the  responsi- 
bility of  the  government  for  the 
treatment  of  alcoholics,  Langmuir 
proceeded  to  analyze  the  problem 
and  to  make  recommendations. 

At  All  Social  Levels 

He  divided  ''inebriates”  into 
three  groups.  The  first  consisted  of 
those  who,  either  because  of  drunk- 
enness alone,  or  drunkenness  com- 
bined with  other  offenses  had 
become  "criminals”.  For  these  he 
recommended  confinement  in  the 
newly  opened  Central  Prison  in 
Toronto,  where  they  could  be 
"taught  habits  of  industry  by  em- 
ployment in  mechanical  pursuits” 
and  then,  "their  debilitated  consti- 
tutions . . . restored  under  a good 
sanitary  regimen,  wholesome  food 
and  a well  conducted  and  tem- 
perate life  they  would  return  to 
the  world  with  a knowledge  of 
some  trade  or  branch  of  industry, 
to  become  honest  and  industrious 
men  and  women”.  The  second 
group  was  made  up  of  intemperate 
members  of  "the  industrial  classes, 
whose  conduct,  though  not  a posi- 
tive infraction  of  the  law,  tends  to 
produce  pauperism  and  deprives  the 
community  of  profitable  and 
wealth-producing  labour.”  The 
third  group  Langmuir  describes  as 
"those  more  wealthy  or  educated 
persons  engaged  in  commerce  and 
the  various  professions,  with  whom 
the  habit  of  drunkenness,  generally 


speaking,  directly  affects  only 
themselves  and  their  families — 
except  by  way  of  example.” 

For  members  of  the  latter  two 
groups  Langmuir  advocated  treat- 
ment in  an  inebriate  hospital  or 
asylum  and  he  recommended  that 
land  for  such  an  institution  be 
acquired  and  that  a "’plain  but  sub- 
stantial and  comfortable”  building 
be  erected  to  accommodate  5 0 
patients  and  the  necessary  staff. 
The  institution  should  be  headed 
by  a medical  superintendent  and 
should  be  ""abundantly  supplied 
with  means  of  amusement  and  rec- 
reation” and  have  a workshop 
attached  for  industrial  employ- 
ment. 

He  recommended  that  provision 
be  made  both  for  judicial  commit- 
ment and  for  voluntary  admission. 
Power  to  detain  patients  should  be 
conferred  upon  the  medical  super- 
intendent but  the  limitations  of 
such  power  should  be  carefully 
defined. 

Extraordinary  Influence 

That  these  extensive  and  ad- 
vanced recommendations  received 
serious  consideration  by  a 19  th 
century  government  must  be  at- 
tributed largely  to  the  extraordinary 
influence  which  Langmuir  exerted 
over  the  administration  which  he 
served  during  his  period  as  inspec- 
tor. The  recommendations  were 
not  merely  considered;  they  ap- 
peared to  be  fully  accepted.  Thus, 
in  1873  there  seemed  to  be  sound 
and  adequate  legislative  provision 
for  the  beginning  of  a public  pro- 


gram of  alcoholic  rehabilitation — 
a program  that  in  fact  did  not 
begin  to  become  a reality  until  76 
years  later. 

Admission  Procedure 

The  Act  of  1873  in  effect  simply 
framed  Langmuir’s  discerning 
recommendations  in  legal  language. 
It  provided  for  voluntary  admission 
to  the  Hospital  for  Inebriates  and 
left  the  decision  on  eligibility  of  a 
patient  up  to  the  hospital  super- 
intendent. It  also  provided  for 
relatives  or  friends  of  an  alleged 
habitual  drunkard  to  petition  the 
Court  of  Queen’s  Bench  or  Com- 
mon Pleas  requesting  his  commit- 
ment. A judge  of  a county  court 
might  then  bring  the  case  to  trial 
by  the  normal  processes  and,  upon 
finding  the  person  to  be  a habitual 
drunkard,  the  judge  was  required 
to  report  the  fact  to  the  Provincial 
Secretary.  The  Provincial  Secretary 
could  then  order  the  person  re- 
moved to  the  hospital  where  he 
might  be  detained  for  a maximum 
of  one  year.  For  any  of  a number 
of  reasons  set  out  in  the  Act  the 
patient  might  be  released  by  the 
Provincial  Secretary  earlier. 

In  commenting  further  on  these 
provisions,  Langmuir  said  that 
while  the  nature  of  the  problem  of 
drunkenness  made  it  ""necessary 
that  stringency  and  power  to  con- 
tend with  the  evil  should  be  em- 
bodied in  the  Statute,  still  the 
liberty  of  the  subject  is  carefully 
guarded  in  every  provision,  and  the 
power  to  deprive  persons  of  liberty 
carefully  defined”. 
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Kindness  The  Vital  Factor  In  Treatment 

Attitude  of  Therapist  More  Important 
Than  Medicine  in  San  Francisco  Study 


Kindness — ''a  warm,  consist- 
ent, understanding  inter-per- 
sonal relationship  between  patient 
and  staff”  — is  deemed  by  M. 
Johnston  (University  of  California 
Medical  School)  to  be  most  im- 
portant in  determining  the  response 
of  alcoholic  patients. 

Regardless  of  what  therapy  is 
used,  be  it  sedatives,  vitamins, 
muscle-relaxing  drugs,  insulin, 
sugar,  internal  baths,  adrenal  hor- 
mones, vegetable  juices,  refrigera- 
tion, or  alcohol,  it  is  a rare  case 
of  alcoholism  that  does  not  give 
some  degree  of  favorable  response. 

Study  of  300  Patients 

Johnston  recently  reported  a 
controlled  study  of  the  relative 
merits  of  two  highly  recommended 
treatment  measures  — vitamin  B^, 
and  adrenal  hormone  injections. 
He  used  an  unselected  group  of  300 
patients  who  came  to  the  San  Fran- 
cisco Adult  Guidance  Center  clinic, 
giving  by  hypodermic  injection  one 
of  three  substances — Lipo-Adrenal 
Cortex,  vitamin  (50  mg.  of 
thiamin  hydrochloride),  or  a 
placebo  (a  harmless,  inactive  oil). 
The  three  substances  were  given  to 
successive  patients  in  rotation  until 


300  had  been  brought  into  the  ex- 
periment— 100  under  each  form  of 
therapy.  Each  patient  was  treated 
in  identical  manner  and  each  was 
told  that  he  was  being  given  the 
same  thing,  **a  type  of  adrenal  hor- 
mone injection”. 

Each  patient  was  given  a 
thorough  medical  examination  at 
the  outset,  and  a team  of  five  phy- 
sicians and  two  nurses  watched  the 
patients  and  recorded  the  status  of 
each  symptom  on  the  clinic’s  treat- 
ment data  card  for  at  least  five 
days.  At  the  end  of  the  experiment 
the  time  when  each  symptom  dis- 
appeared in  each  patient  was 
charted. 

Order  of  Symptoms 

Johnston  found  that  there  were 
differences  in  the  number  of  days 
over  which  the  various  symptoms 
persisted — nausea  disappeared  soon- 
est, followed  by  headache  and  in- 
ability to  eat,  then  sweating  and 
weakness,  and  finally  tension  and 
sleeplessness  disappeared.  But  these 
differences  were  not  related  to  the 
type  of  medication  injected.  Statis- 
tical analysis  of  the  results  showed 
that  the  time  required  for  the  dis- 
appearance of  tension,  shakiness  or 
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inability  to  sleep  was  the  same — 
without  any  significant  difference — 
regardless  of  whether  the  patients 
were  treated  with  adrenal  cortex 
hormone,  vitamin  or  the  in- 
active placebo.  And  this  was  true 
of  all  the  symptoms  on  the  check- 
list. 

In  view  of  this  outcome  in  a 
controlled  clinical  experiment, 
Johnston  could  not  credit  the  re- 
covery of  his  patients  to  any  of 
the  injected  materials.  He  there- 
fore points  to  the  importance  of 
the  whole  treatment  procedure  and 
what  it  means  to  the  patient.  He 


notes  a number  of  significant  ele- 
ments: the  factor  of  suggestion, 
supplied  by  what  the  patients  were 
told  was  being  injected;  the  formal 
attention  by  doctors  and  nurses 
which  goes  with  hypodermic  in- 
jections; and  the  satisfying  effect 
of  the  mild  pain  inflicted  by  the 
needle.  But  he  emphasizes  also  the 
factor  of  kindness  supplied  by  the 
clinic  staff:  warm,  consistent, 

understanding  inter-personal  re- 
lationship between  the  patient  and 
staff  members  was  most  important 
in  determining  the  response  of  the 
patients.” 


Hard  To  Compare  Treatment  Results 

Need  for  Accepted  Standard  of  ^^Success^^ 
Indicated  in  Attempts  to  Assess  Methods 


IS  there  some  one  way  of  treating 
alcoholics  which  is  better  than 
the  others?  Is  it  possible  to  decide 
this  by  comparing  the  results  of 
different  treatment  methods? 

There  does  not  seem  to  be  any 
satisfactory  way,  at  present,  to 
compare  the  results  of  the  many 
treatments  in  use  all  over  the 
world.  The  main  difficulty  is  the 
lack  of  a commonly  accepted  stan- 
dard of  ‘‘success.”  Thus,  the  per- 
centage of  successes  reported  by 
some  therapists  may  seem  low.  But 
it  may  be  due  to  the  fact  that  their 


criterion  of  success  is  total  un- 
broken abstinence  for  a definite 
number  of  years.  On  the  opposite 
end  of  the  scale,  some  therapists 
report  practically  100  per  cent 
success  with  the  treatment  they 
use.  All  their  patients  are  prompt- 
ly “cured” — only  they  resume  ex- 
cessive drinking  within  a few 
weeks  or  months.  Obviously,  it  is 
impossible  to  compare  the  real  ef- 
ficacy of  various  treatments  if  the 
results  are  stated  in  such  widely 
variant  terms. 

Of  the  current  treatments  of 


alcoholism,  the  conditioned-reflex 
or  aversion  therapy  with  emetine, 
as  practiced  in  the  United  States, 
has  the  longest  retrospect  and  the 
best-documented  data.  F.  Lemere 
and  W.  L.  Voegtlin  (Seattle)  have 
published  results  based  on  5,000 
patients  treated  during  1 5 years. 
Of  the  4,096  patients  on  whom 
follow-up  information  was  obtain- 
ed, 60  per  cent  had  remained  ab- 
stinent for  at  least  one  year  after 
treatment,  51  per  cent  at  least  two 
years,  3 8 per  cent  at  least  five 
years,  and  23  per  cent  at  least  10 
years. 

J.  Thimann  (Boston)  who  uses 
much  the  same  treatment,  reported 
that  51  per  cent  of  his  245  patients 
had  abstained  for  at  least  one  year, 
and  about  30  per  cent  four  years 
or  longer. 

A form  of  aversion  treatment 
with  apomorphine  rather  than 
emetine,  and  with  a technique  quite 
different  from  the  American,  is 
that  used  by  G.  de  Morsier  and  H. 
Feldmann  of  Switzerland.  They 
reported  that  31  per  cent  of  over 
500  patients  remained  completely 
abstinent  **since  treatment.”  The 
time  **since  treatment”  appeared  to 
be  at  least  a year. 

Antabuse  Results 

Disulfiram  (Antabuse)  is  a com- 
paratively new  drug  in  the  treat- 
ment of  alcoholism,  and  its  popu- 
larity is  so  great  that  several  times 
10,000  alcoholics  have  been  treated 
with  it.  But  reports  of  results  in 
large  samples  are  rare.  E.  Jacobsen 
reported  that  57  per  cent  of  112 


patients  were  socially  recovered” 
12  months  after  treatment;  the 
criterion  here  was  not  abstinence, 
however.  The  same  applies  to  L. 
Wexberg’s  report  on  112  patients, 
of  whom  5 8 per  cent  were  '*im- 
proved.”  I.  Shaw  reported  abstin- 
ence for  at  least  six  months  in  19 
per  cent  of  43  patients  treated 
with  disulfiram  at  a Rhode  Island 
State  Hospital.  J.  A.  Wallace  re- 
ported that  47  per  cent  of  26 
patients  remained  abstinent  for  six 
to  18  months.  J.  N.  P.  Moore  and 
M.  O.  Drury  reported  that  50  per 
cent  of  118  patients  treated  at  St. 
Patrick’s  Hospital  in  Dublin,  Ire- 
land, remained  abstinent  for  six  to 
29  months.  A sample  of  560 
patients  treated  with  disulfiram 
was  evaluated  by  E.  C.  Hoff  and 
C.  E.  McKeown.  They  found  that 
37  per  cent  had  remained  abstinent 
since  the  beginning  of  treatment, 
but  again  it  is  not  clear  how  long 
a period  of  abstinence  was  observed. 

Success  of  A.A. 

Alcoholics  Anonymous  is  a form 
of  treatment  to  which  the  largest 
numbers  of  alcoholics  have  been 
exposed.  Various  estimates  of  its 
rate  of  success  have  been  made, 
ranging  from  25  to  75  per  cent. 
In  the  one  formal  study  of  a 
sample  of  582  members  of  a chap- 
ter in  a midwestern  city.  E.  A. 
Bohince  and  A.  C.  Orensteen  found 
that  26  per  cent  could  be  rated  as 
successful  cases.  These  149  mem- 
bers had  remained  abstinent  for 
not  less  than  16  and  up  to  54 
months. 


W.  Voegtlin  evaluated  the  re- 
sults in  39  patients  treated  with 
adrenal  hormones.  He  found  that 
40  per  cent  abstained  for  12  months 
after  treatment,  but  only  18  per 
cent  for  18  months. 

M.  F.  Trulson  and  her  colleagues 
(Boston)  evaluated  the  treatment 
of  114  patients  with  massive  doses 
of  vitamins.  The  results  were  com- 
pared with  those  in  45  patients 
who  received  placebos  — blank 
capsules  instead  of  vitamins.  If 
total  abstinence  was  taken  as  the 
criterion  of  success,  the  patients 
given  the  placebos  did  somewhat 
better:  21  per  cent  remained  ab- 
stinent for  more  than  three  months, 
compared  to  16  per  cent  of  those 
who  received  vitamins.  But  if  the 


criterion  of  success  is  shifted,  the 
group  receiving  vitamins  did  better: 
11  per  cent  of  them  were  able  to 
control  their  drinking  as  against 
only  two  per  cent  of  those  who 
got  the  placebos. 

Finally,  these  results  of  formal 
therapy  may  be  compared  with 
those  observed  six  years  after  a 
compulsory  'Treatment”  which 
consisted  only  of  enforced  abstin- 
ence during  internment  in  a North 
Carolina  state  hospital  for  60  days. 
In  a follow-up  study  of  70  such 
patients  J.  Cowen  found  that  at 
least  2 5 per  cent  had  remained 
"completely  abstinent  or  at  least 
reasonably  sober  for  the  six  years 
following  this  experience.” 
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Research  Demolishes  Alcoholic  Myths 

^^Alcoholic  Personality^^  Heredity^ 
Chronic  Misfit  Concepts  Unfounded 
— Research  Helps  Program  Planning 

by  R.  £.  Popham,  M,A,,  and  R,  J,  Gibbins, 


TN  the  early  days  of  systematic 
A research  into  the  nature  of 
alcoholism,  much  attention  was 
given  to  the  possibility  of  a con- 
stitutional, hereditary  or  congenital 
basis  for  a compulsive  response  to 
alcohol.  If  there  is  in  reality  such 
a factor,  it  has  defied  all  attempts 
at  its  isolation;  and  studies  of  this 
type  are  seldom  seen  in  the  scienti- 
fic journals  today.  One  of  the 
few  recent  attempts  to  establish  a 
genetic  basis  for  alcoholism  was 
that  of  Williams,  who  argued  that 
an  inherited  nutritional  deficiency 
was  the  primary  factor;  but  his 
theory  has  not  gained  acceptance 
among  most  students  of  alcoholism. 
The  Alcoholism  Research  Founda- 
tion published  a critical  analysis 
of  Williams’  work  in  1953. 

No  ‘‘Alcoholic  Personality” 

Another  approach  to  the  etiology 
of  alcoholism  is  found  in  the 
psychological  investigations  which 
have  been  concerned  with  the  de- 
finition of  an *  **  alcoholic  person- 
ality.” Two  psychological  studies 
conducted  in  association  with  the 


Foundation  were  concerned  with 
this  facet  of  the  problem;  but  on 
the  whole  this  approach  has  not 
yielded  any  encouraging  data. 
There  are  today  many  who  con- 
sider that  the  underlying  premise, 
upon  which  such  work  was  based, 
is  false.  Nevertheless,  the  nega- 
tive results  of  these  investigations 
have  value  in  that  they  support  the 
more  recent  view,  based  partly  on 
sociological  data,  that  there  is  no 
such  thing  as  an  "alcoholic  per- 
sonality”. Alcoholics  appear  to  be 
represented  in  nearly  all  segments 
of  the  population  and,  accordingly, 
exhibit  a variety  of  personal  charac- 
teristics which  cannot  be  reduced 
to  a single  and  unique  constellation 
of  personality  traits. 

An  event  which  stimulated  cer- 
tain psychological  and  social  in- 
quiries in  the  early  days  of  the 
Foundation  was  the  opening  of  the 
federal  penitentiaries  to  researchers. 
This  occurred  in  1951,  and  it  is 
reflected  in  three  Foundation 
studies.  These,  though  valuable,  i 
were  based  in  part  on  a misconcep-  | 


*Mr.  Popham,  a social  anthropologist,  and  Mr.  Gibbins,  a psychologist,  are  research 

associates  with  the  Alcoholism  Research  Foundation. 
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tion  similar  to  that  upon  which 
the  search  for  an  ''alcoholic  per- 
sonality” was  founded,  namely  that 
alcoholics  are  drawn  primarily  from 
the  same  segments  of  the  popula- 
tion as  are  most  prison  inmates. 
The  belief  that  the  alcoholic  was 
typically  an  undersocialized  in- 
dividual, a Skid  Road  bum  found 
in  the  lowest  stratum  of  society, 
was  current.  This  notion  has  be- 
come increasingly  untenable  as  a 
result  of  research  at  the  Yale  Center 
of  Alcohol  Studies  and  at  the  Alco- 
holism Research  Foundation. 

Reliable  Statistics 

The  Foundation  recognized 
very  early  the  importance  of 
reliable  statistical  data  on  the 
prevalence  of  alcoholism  in  Ontario 
and  in  Canada.  This  is  vital  to 
the  development  of  realistic  treat- 
ment and  prevention  programs.  It 
is  necessary  to  know  not  only  the 
number  of  alcoholics,  but  also  their 
distribution  throughout  the  gen- 
eral population — whether  there  are 
age,  sex,  or  socio-economic  class 
differences,  differences  by  marital 
status,  education,  religion,  ethnic 
origin,  or  occupation,  rural-urban 
differences,  between  industrial  and 
non-industrial  segments  of  the 
population,  and  so  on.  It  was 
realized  that  such  information 
would  provide  a more  objective 
guide  than  intuition  in  focussing 
research  and  in  planning  education 
and  treatment  programs. 

A first  step  toward  the  collec- 
tion of  such  relevant  data  was 
taken  when  the  Foundation 


financed  a comprehensive  field 
survey  of  a typical  county  in  the 
province  of  Ontario.  Previously, 
when  considering  the  prevalence  of 
alcoholism  in  this  country,  it  had 
been  customary  to  apply  U.S. 
proportions;  but  the  results  of  the 
county  survey  showed  the  in- 
adequacy of  this  practice.  In  ad- 
dition, this  survey  provided 
reliable  information  on  the  social 
characteristics  of  alcoholics.  These 
data,  together  with  preliminary 
findings  in  a current  study  of  the 
social  characteristics  of  patients 
admitted  to  Brookside  during  the 
past  four  years,  tend  to  demolish 
the  notion  that  alcoholics  are 
characteristically  chronic  social 
misfits. 

Check  Jellinek  Formula 

Another  contribution  of  the 
county  survey  was  that  it  provid- 
ed an  empirical  check  on  the  re- 
liability of  the  Jellinek  Estimation 
Formula,  a potential  means  of 
economically  obtaining  estimates  of 
the  prevalence  of  alcoholism  both 
at  different  periods  of  time  and  in 
different  parts  of  Canada.  Since 
close  agreement  was  found  between 
the  survey  results  and  those  pre- 
dicted by  the  Jellinek  formula, 
the  Foundation  published  a pre- 
liminary report  containing  esti- 
mates of  the  prevalence  of  alcoho- 
ism  in  each  province  together 
with  other  statistical  data  relating 
to  the  use  of  alcoholic  beverages 
in  Canada.  There  is  currently  be- 
ing conducted  a detailed  examina- 
tion of  the  general  applicability  of 
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the  Jellinek  formula  to  Canadian 
data,  involving  time  trend  analy- 
ses of  cirrhosis  of  the  liver  deaths 
(on  which  the  formula  is  largely 
based)  by  province.  Once  esti- 
mates of  the  prevalence  of  alcohol- 
ism can  be  reliably  derived,  a 
comprehensive  and  interpretive 
analysis  of  all  published  statistical 
data  pertaining  to  the  use  of 
alcoholic  beverages  in  Canada  will 
be  undertaken.  Such  information 
is  not  only  of  importance  to  public 
health  planning,  but  it  also  pro- 
vides the  research  worker  with  a 
perspective  and  suggests  hypotheses 
which  would  not  be  evident  if  he 
concerned  himself  solely  with  a 
clinic  population. 

Since  the  inception  of  its  re- 
search program  in  1951,  the 
Alcoholism  Research  Foundation 
has  given  financial  support  and 
encouragement  to  investigations 
into  many  and  varied  aspects  of 
the  problem  of  alcoholism.  These 
projects,  which  extend  from  bio- 
chemical to  sociological  inquiries, 
reflect  interesting  trends  both  in 
our  general  knowledge  of  the 
nature  of  alcoholism  and  in  the 
needs  of  those  concerned  with  the 
problems  of  treatment  and  pre- 
vention. These  are  reviewed  brief- 
ly in  the  following  paragraphs. 

Biochemical  Studies 

A summary  of  etiological 
theories  and  treatment  techniques, 
current  among  students  of  alcohol- 
ism, was  prepared  and  published 
by  the  Alcoholism  Research 


Foundation  as  the  first  in  a series 
of  Brookside  Monographs.  Bio- 
chemical and  physiological  studies 
have  been  concerned  with  the 
metabolism  of  alcohol  or  with  its 
effects  on  the  functions  of  the 
body  rather  than  with  etiological 
problems.  In  one  study  the  oxi- 
dation of  Cl  4-ethanol  to  Cl  4-car- 
bon dioxide  and  the  conversion  of 
alcohol  to  fatty  acids  and  choles- 
terol were  examined.  A theory  con- 
cerning the  relation  of  protein  de- 
ficiency to  liver  damage  in  animals 
as  a result  of  the  ingestion  of 
alcohol  was  tested  and  proved 
correct.  A hypothesis  to  the  ef- 
fect that  skin  diseases  are  met  with 
with  greater  frequency  among 
alcoholics  than  non- alcoholics  is 
presently  being  tested,  and  Dr. 
Quastel’s  fundamental  inquiries 
into  the  action  of  alcohol  on  the 
central  nervous  system  are  being 
financed  in  part  by  the  Alcoholism 
Research  Foundation.  It  is  hoped 
that  attention  will  also  be  given 
in  the  future  to  some  of  the 
alcoholic  phenomena  which  are  of 
special  psychiatric  interest  such  as 
**black-out”,  hallucinatory  states 
and  factors  in  relapse. 

Studies  of  primarily  clinical  in- 
terest, sponsored  by  the  Foundation 
during  1954,  have  been  concerned 
with  the  evaluation  and  improve- 
ment of  treatment  techniques 
rather  than  with  the  search  for 
diagnostic  criteria.  This  is  in  keep- 
ing with  one  of  the  basic  aims  of 
the  Foundation,  namely,  to  place 
the  dominant  emphasis  upon  re- 
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search  in  the  broadest  sense  with 
a view  to  constantly  testing  and 
modifying  therapeutic  techniques. 
Projects  of  this  type  have  ranged 
widely  and  include  studies  of 
breath  methods  of  testing  blood- 
alcohol  levels  for  possible  use  in 
the  handling  of  acutely  intoxicated 
patients,  the  effects  of  insulin- 
glucose  therapy  in  acute  intoxica- 
tion, the  value  of  certain  lipotropic 
substances  in  the  initial  treatment 
of  alcoholics  with  liver  involve- 
ment, the  nature  of  alcoholic  liver 
disease,  possible  substitutes  for 
Antabuse,  and  the  effectiveness  of 
psychotherapy  with  large,  open- 
ended  groups. 

International  Workshop 

In  the  course  of  a stimulating 
alcoholism  research  workshop  held 
under  the  auspices  of  the  Founda- 
tion last  August,  treatment  tech- 
niques currently  in  use  in  various 
North  and  South  American, 
British  and  European  clinics  were 
described.  Each  appeared  to  be 
highly  successful  though  ranging 
from  drugs  such  as  apo-morphine 
to  almost  purely  psychotherapeutic 
methods.  This  led  to  two  im- 
portant questions:  (a)  Were  the 
experiences  of  different  clinics 
comparable  or  were  different 
treatments  being  applied  to  dif- 
ferent segments  of  the  alcoholic 
population?  (b)  Were  the  results 
due  to  the  nature  of  the  particular 
treatment  or  simply  to  the  fact  of 
treatment  itself?  One  of  the  most 
important  projects  presently  being 
conducted  by  members  of  the 


Foundation  is  concerned  essentially 
with  these  questions.  This  is  a 
carefully  designed  follow-up  study. 
Data  on  the  personal  history,  and 
on  the  social,  psychological  and 
physical  characteristics  of  nearly 
2,000  first  admissions  to  Brookside 
Hospital  or  Out-Patient  Clinic  are 
being  compiled  from  the  case  re- 
cords as  a basis  for  this  study. 
These  data  should  provide  valu- 
able material  for  many  other 
studies  from  the  physical  and 
psychosomatic  complications  of 
alcoholism  to  factors  precipitating 
initial  clinic  contact  or  voluntary 
breaking  of  contact. 

Sociology  Promising 
At  the  present  time,  the 
sociological  and  anthropological 
approaches  to  the  problem  of 
alcoholism  appear  to  be  among  the 
most  productive  of  new  insights 
into  questions  of  etiology  and  pre- 
vention. It  is  regrettable  that 
relatively  little  has  been  done  in 
these  areas.  Doubtless  this  is  be- 
cause the  practical  implications  of 
such  research  are  not  always  ob- 
vious. Nevertheless,  enough  is 
now  known  to  strongly  indicate 
that  the  frequency  of  alcoholism 
in  a population,  the  type  of  be- 
havior which  will  be  labelled  pro- 
blem drinking,  and  even  the 
symptoms  of  alcoholism  are  in 
large  part  determined  by  social  and 
cultural  factors.  If  it  is  our  wish 
to  acquire  sound  and  lasting 
knowledge  of  the  nature  of 
alcoholism,  then  it  is  important 
to  avoid  narrow  and  culture- 
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bound  conceptions  of  the  condi- 
tion. 

Participants  in  the  international 
workshop,  mentioned  above, 
placed  considerable  emphasis  upon 
the  necessity  of  viewing  problems 
of  alcohol  against  the  background 
of  culture  patterns,  attitudes  and 
drinking  customs  of  the  com- 
munity in  which  they  occur.  At 
least  three  types  of  investigation 
are  required  to  achieve  such  a per- 
spective: cross-cultural  studies  in- 
volving an  examination  of  the 
drinking  patterns  and  alcohol  pro- 
blems in  a wide  range  of  societies 
and  national  groupings  in  addi- 
tion to  our  own;  comparisons  of 
groups  (e.g.:  religious,  ethnic,  oc- 
cupational, etc.)  within  Canadian 
communities;  and,  finally,  his- 
torical studies  in  which  the  drink- 
ing patterns  and  attitudes  of  one 
period  are  compared  with  those  of 
another. 

To  date  only  small  beginnings 
have  been  made  in  these  directions 
in  Canada.  One  Foundation  pro- 
ject, completed  during  1954,  re- 
presents the  first  approach — the 
study  of  alcohol  problems  in 
societies  other  than  our  own.  It 
was  concerned  with  the  devastating 
effects  of  the  introduction  of 
alcoholic  beverages  by  Europeans 
to  the  Indian  peoples  of  north- 
eastern North  America.  A study 
of  alcohol  problems  among  the 
Metis  and  Indians  of  northern 
Saskatchewan,  which  it  is  hoped 
will  have  implications  of  general 
interest,  is  currently  under  way.  A 


cross-cultural  study  of  the  learn- 
ing experience  of  children  with 
reference  to  the  use  of  alcohol  in 
relation  to  adult  drinking  patterns 
could  profitably  be  undertaken  in 
the  future.  The  second  approach 
is  represented  by  one  completed 
study  which  raised  a number  of 
interesting  questions  for  further 
examination.  The  integrating  role 
of  alcohol  and  modes  of  social  con- 
trol of  drinking  in  five  different 
groups  in  an  industrial  Canadian 
community  were  investigated. 
Acceptance  of  Drinking 
The  possible  role  of  customary 
attitudes  to  drinking  as  a deter- 
minant of  the  type  of  alcoholism 
characteristically  found  in  a 
population  was  also  discussed  by 
members  of  the  workship.  Interest 
in  this  problem  was  stimulated 
largely  by  a recent  French  survey. 
In  France  there  is  a very  high 
degree  of  acceptance  of  a rather 
large  consumption  of  alcoholic 
beverages.  Apparently  as  a con- 
sequence of  this,  a greater  propor- 
tion of  the  population  has  suc- 
cumbed to  alcoholism  than  might 
be  expected  in  countries  with  a 
lower  degree  of  acceptance.  More- 
over, the  drinking  history  which 
we  usually  associate  with  alcohol- 
ism in  North  America,  is  markedly 
different  in  France.  These  find- 
ings stress  the  importance  of 
similar  studies  in  this  country.  A j 
first  step  might  be  a nation-wide  | 
survey  of  the  Gallup  type  which 
would  serve  to  delineate  broad 
patterns  and  area  differences  with- 
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in  Canada.  Two  attitude  scales 
designed  for  more  limited  use  are 
now  being  developed  as  Founda- 
tion projects.  One  of  these  has 
been  devised  to  determine  the 
amounts  of  various  alcoholic 
beverages  which  it  is  considered 
acceptable  to  consume.  The  other 
is  concerned  with  more  general  at- 
titudes toward  the  use  of  alcoholic 
beverages  and  modes  of  control. 
In  addition,  considerable  material 
previously  collected  on  the  attitudes 
to  alcohol  problems  of  one  small 
but  important  segment  of  the 
population  in  Ontario  is  being 
analyzed. 

Effects  of  Legislation 

The  third  approach,  mentioned 
above — that  involving  historical 
studies — has  been  neglected  with 
the  exception  of  one  project  which 
is  currently  under  way.  In  this 
study  an  attempt  is  being  made  to 
determine  what  effects  recent 
changes  in  Ontario  liquor  laws  have 
had  on  trends  in  various  statistical 
data  relating  to  the  use  of  alcohol- 
ic beverages.  It  is  curious  that  a 
very  great  deal  of  time  and  money 
has  been  spent  on  speculation 
about  the  type  of  legislation  which 
should  be  introduced  in  various 
areas  and  almost  none  on  studies 
designed  to  determine  the  effects 
of  that  which  is  already  in  opera- 
tion. Such  investigations  are  of 
great  importance  to  problems  of 
prevention  through  legal  control. 

Finally,  mention  should  be  made 
of  another  type  of  desirable  study 
which  has  direct  bearing  on  pro- 


blems of  prevention.  Up  to  the 
present,  education  in  the  area  of 
alcohol  problems  as  in  all  public 
health  matters  has  been  conducted 
largely  on  intuitive  grounds.  The 
object  may  be  to  change  attitudes 
or  to  substitute  new  and  more 
healthful  habits  for  old  ones,  but, 
generally,  little  is  known  about  just 
what  attitudes  to  drinking  are 
held,  or  which  drinking  habits  are 
healthful  and  which  are  not  in  the 
sense  that  they  are  likely  to  lead 
to  alcoholism.  Amongst  the  many 
studies  needed  in  these  areas,  some 
should  be  directed  to  the  ex- 
periences of  children  with  re- 
ference to  drinking  and  alcohol 
problems.  What  are  children 
customarily  taught  about  these 
matters  and  what  is  the  nature  of 
their  learning  experiences?  A com- 
parative study  of  the  childhood  of 
alcoholics  and  non-alcoholics  in 
this  regard  might  be  profitable.  At 
any  rate,  it  is  clear  that  we  must 
first  know  what  is  taught  before 
we  can  have  a sound  basis  for  the 
consideration  of  what  should  be 
taught. 

Until  the  summer  of  1954,  re- 
search sponsored  by  the  Founda- 
tion was  farmed  out,  except  that 
conducted  by  part-time  associates 
under  specific  grants-in-aid.  In 
July  of  1954  a full-time  research 
associate  was  appointed  to  the  staff 
and  a department  set  up.  It  is  ex- 
pected and  hoped  that  grants  will 
continue  to  be  made  to  members 
of  university  departments  and  re- 
search institutes. 
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^URING  the  eight  year  period 
(1946-1953)  following  World 
War  II,  a very  considerable  in- 
crease took  place  in  the  rate  of 
first  admission  for  alcoholism  to 
Canadian  mental  hospitals.  The 


figures  provided  in  the  second 
column  of  Table  2,  indicate  a 
steady  rise  culminating  in  a rate  of 
12.5  admissions  per  100,000  adult 
population  in  1953.  This  was 
nearly  three  and  one  half  times 


the  rate  for  1946,  the  total  in- 
crease over  the  period  having  been 
247.2  per  cent. 

It  is  sometimes  assumed  a priori, 
that  an  increase  in  hospital  ad- 
missions for  alcoholism  indicates  a 
rise  in  the  prevalence  of  this  con- 
dition in  the  general  population. 
However,  there  are  other  possible 
explanations  of  a trend  of  this  sort 
and  these  should  be  taken  into  ac- 
count before  such  an  assumption  is 
entertained.  For  example,  there 
may  have  been:  a general  rise  in 
all  first  admissions  which,  in  turn, 
could  be  due  to  a decline  in  the 
rate  of  readmission,  an  increase  in 
the  number  of  hospitals  reporting 
admission  data,  or  a real  increase 
in  basic  facilities  for  the  accom- 
modation of  patients;  a change  in 
attitude  on  the  part  of  the 
psychiatric  profession  so  that 
greater  attention  is  given  this  prob- 
lem, possibly  at  the  expense  of 
other  conditions;  or,  a decrease  in 
the  average  duration  of  hospitaliza- 
tion which  would  make  possible  a 
greater  number  of  annual  ad- 
missions on  the  basis  of  the  same 
facilities.  It  is  the  purpose  of  this 
study  to  examine  statistically  the 
postwar  trend  in  admissions  for 
alcoholism  with  these  factors  in 
mind.  The  data  employed,  except 
that  concerned  with  the  prevalence 
of  alcoholism,  have  been  drawn 
from  the  reports  on  mental  insti- 
tutions of  the  Dominion  Bureau 
of  Statistics^  which  are  the  sources 
most  often  quoted  in  this  regard. 

Fortunately,  it  is  possible  to  de- 


termine directly  whether  or  not  the 
postwar  rise  in  hospital  admissions 
reflects  a rise  in  the  prevalence  of 
alcohohsm  in  Canada.  Reliable  esti- 
mates of  prevalence  can  be  obtain- 
ed by  means  of  the  Jellinek  Estima- 
tion Formula^  which  uses  reported 
deaths  from  cirrhosis  of  the  liver 
as  the  primary  source  of  informa- 
tion. This  method  has  been  adapted 
for  use  with  Canadian  data^  and 
estimates  based  upon  it  have  been 
checked  empirically  against  the 
results  of  a comprehensive  field 
survey  of  a representative  county 
in  Ontario^.  Since  reported  deaths 
from  cirrhosis  of  the  liver  show  a 
random  but  appreciable  annual 
variation,  it  is  necessary  to  express 
estimates  of  prevalence  as  averages. 
Centered  two-year  moving  aver- 
ages are  provided  in  Table  1 for 
the  period  1946  to  1952. 

TABLE  1 

Number  of  alcoholics,  vAth  and 
without  complications,  per  100,000 


population  of  20  years 
in  Canada,  1946-1952, 

and  older 

Year 

Prevalence 

1946 

1,320 

1947 

1,370 

1948 

1,440 

1949 

1,520 

1950 

1,530 

1951 

1,520 

1952 

1,570 

Percent  Change 

+ 18.9 

These  figures  indicate  an  18.9 
per  cent  increase  during  the  period 
1946-1952.  Clearly,  this  increase 


is  not  of  sufficient  magnitude  to 
explain  fully  the  trend  in  hospital 
admissions  for  alcoholism  since  the 
war.  Parenthetically,  the  proportion 
of  the  adult  population  who  may 
be  regarded  as  users  of  alcoholic 
beverages  has  also  increased  slight- 
ly during  this  period^.  In  1946 
there  were  64  per  cent  of  persons 
over  20  reporting  that  they  made 
some  use  of  alcoholic  beverages; 


by  1952  the  proportion  had  risen 
to  70  per  cent.  When  the  rates 
in  Table  1 are  expressed  in  terms 
of  adult  users  instead  of  total  adult 
population,  it  is  found  that  the 
prevalence  of  alcoholism  among  the 
drinking  population  increased  only 
8.7  per  cent  between  1946  and 
1952. 

The  data  provided  in  Table  2 
shows  that  first  admissions  for  all 


TABLE  2 

Statistics  of  mental  hospitals  in  Canada  relating  to  alcoholism  and 
general  admissions,  1946-1953, 
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1946 

3.6 

79.5 

3.3 

370.4 

16.0 

66 

1947 

4.7 

77.8 

4.4 

360.7 

16.0 

70 

1948 

4.9 

83.5 

4.5 

356.9 

17.8 

63 

1949 

6.7 

86.1 

6.0 

328.2 

19.7 

53 

1950 

6.4 

87.0 

5.4 

329.3 

20.2 

50 

1951 

7.7 

94.0 

6.2 

329.6 

21.8 

43 

1952 

8.7 

104.5 

6.6 

339.4 

25.5 

42 

1953 

12.5 

107.9 

8.9 

347.8 

26.8 

27 

% change  +247.2  +35.7  +169.7  -6.1  +67.5  -59 

1)  With  and  without  psychosis  per  100,000  population  of  20  years  of 
age  and  over, 

2 ) Per  100,000  population  of  all  ages, 

3)  Reported  normal  or  standard  bed  capacity  per  100,000  population 
of  all  ages, 

4)  Number  of  patients  discharged  at  the  end  of  each  year  per  100 
patients  on  books  (i,e:  resident  patients,  parolees,  escapees  and 
patients  boarding  out,) 
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conditions  have  also  increased 
steadily  since  the  last  war.  If  the 
rates  of  readmission  showed  a com- 
parable decline  over  the  period, 
this  would  offer  a possible  explana- 
tion since  it  would  mean  that  more 
space  had  become  available  for  new 
patients.  However,  this  hypothesis 
must  be  ruled  out  since  readmission 
rates  have,  in  fact,  undergone  an 
increase  of  more  than  90  per  cent. 

The  total  increase  in  first  ad- 
missions for  all  conditions  during 
the  postwar  period  was  3 5.7  per 
cent.  In  view  of  this,  the  trend 
in  alcoholism  admission  cannot  be 
considered  a reflection  of  a general 
trend  alone.  In  the  fourth  column 
of  Table  2,  the  percentage  of  ad- 
missions for  alcoholism  among  all 
first  admissions  are  given.  Expressed 
in  this  form,  that  part  of  the  trend 
which  can  be  attributed  to  a 
rise  in  general  admissions  is  remov- 
ed. It  may  be  seen  that  the  increase 
is  still  considerable;  the  proportion 
of  admissions  for  alcoholism  in 
1953  was  about  2.7  times  that 
in  1946.  This  might  lead  one  to 
speculate  on  the  possibility  that 
greater  attention  had  been  given 
the  problem  of  alcoholism  in  Cana- 
dian mental  hospitals  since  the  war 
or,  in  other  words,  that  the  rise 
in  admissions  for  this  condition  was 

*^Hope  is  that  intangible  ^ 
something  all  alcoholics  need  ^ 
before  they  -will  seek  help  or 
respond  to  treatment.^*  ^ 

—THE  KEY 


6 

6 
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a function  of  a change  in  attitude 
on  the  part  of  the  psychiatric  pro- 
fession in  this  country.  Indeed, 
such  a change  may  have  taken 
place  to  some  degree  and  contribut- 
ed to  the  trend,  but  it  does  not 
seem  likely  that  a rise  of  such 
regularity,  rapidity  and  magnitude 
could  be  explained  adequately  in 
this  way. 

More  Hospitals  Reporting 

During  the  period  under  con- 
sideration, the  number  of  hospitals 
reporting  admission  data  increased 
from  60  in  1946  to  77  in  1953.  If 
it  be  assumed  that  all  first  ad- 
missions are  equally  distributed 

among  the  hospitals  reporting 

these  data,  the  general  admission 
trend  may  be  corrected  for  the  rise 
in  number  of  hospitals  included. 
When  this  is  done,  the  rise  in  ad- 
mission rate  per  hospital  drops  to 
about  six  percent.  This  illustrates 
the  fact  that  a rise  in  hospital  ad- 
mission rates  may  be  dependent 

simply  upon  more  extensive  report- 
ing. However,  in  the  present  case 
the  17  additional  hospitals  report- 
ing by  1953  were,  for  the  most 

part,  small  institutions  accounting 
for  only  about  nine  per  cent  of  the 
average  daily  in-patient  population. 
Moreover,  as  may  be  seen  from  the 
data  in  column  five  of  Table  2, 
there  has  been  little  change  in  basic 
facilities  for  the  accommodation  of 
patients.  Even  with  the  addition  of 
17  hospitals,  bed  capacity  per 
100,000  population  has  declined 
six  per  cent,  indicating  that  in- 


crease  in  population  alone  has  not 
been  fully  met.  It  should  be  noted, 
however,  that  reported  standard 
bed  capacity  is  in  some  respects  a 
questionable  measure  of  actual  ac- 
commodation. The  criterion  upon 
which  this  measure  is  based  has 
been  altered  from  time  to  time  and 
a good  deal  of  overcrowding  un- 
doubtedly occurs. 

Length  of  Stay 

In  general,  it  would  appear  that 
the  postwar  increase  in  admissions 
for  alcoholism  cannot  be  fully  ex- 
plained on  the  basis  of  increased 
prevalence,  as  a reflection  of  a 
general  trend,  change  in  attitude, 
or  alteration  in  basic  facilities;  al- 
though the  first  three  of  these 
factors  doubtless  contributed  some- 
thing to  the  trend.  A likely  ex- 
planation for  a large  part  of  the 
increase  would  appear  to  be  reduc- 
tion in  the  duration  of  hospitaliza- 
tion. This  would  have  made  it  pos- 
sible to  accommodate  an  increasing 
number  of  patients  in  a year  on  the 
basis  of  the  same  facilities.  Dis- 
charge rates,  provided  in  the  sixth 
column  of  Table  2,  show  an  in- 
crease of  67.5  per  cent  over  the 
eight  years.  This  suggests  a general 
reduction  in  the  duration  of  in- 
patient treatment.  Certainly,  such 
a trend  might  be  expected  in  view 
of  the  many  postwar  developments 
in  psychiatry  including  increased 
use  and  understanding  of  the  shock 
therapies,  psychosurgery,  narco- 
synthesis, and  other  techniques.  It 


is  probably  also  significant  in  re- 
gard to  the  duration  of  treatment 
that  the  number  of  full-time 
personnel  increased  from  20.8  per 
100  resident  patients  in  1946  to 
28.9  in  1953,  an  increase  of  nearly 
40  per  cent. 

The  trends  in  general  admission, 
discharge  rate,  and  admission  for 
alcoholism  may  be  compared  direct- 
ly on  the  accompanying  semi- 
logarithmic  chart.  While  the  in- 
crease in  discharge  rate  exceeds  that 
in  general  admissions,  and  probably 
largely  explains  the  latter  trend 
the  increase  in  admissions  for 
alcoholism  exceeds  both.  However, 
since  developments  in  the  treat- 
ment of  alcoholism,  such  as  the 
widespread  use  of  insulin-glucose 
therapy  and  antabuse,  have  been 
particularly  marked  during  the  past 
decade,  it  is  perhaps  reasonable  to 
suggest  that  the  duration  of  treat- 
ment for  this  condition  has  declin- 
ed to  a greater  than  average  extent. 
If  this  were  so,  a correspondingly 
greater  number  of  alcoholics  could 
be  admitted  in  a given  year  without 
sacrifice  of  facilities  previously  em- 
ployed for  other  purposes.  A trend 
which  may  offer  support  to  this 
suggestion  is  indicated  by  the  data 
provided  in  the  last  column  of 
Table  2.  The  proportion  of  ad- 
missions for  alcoholism  with  psy- 
chosis among  all  admissions  for 
alcoholism  decreased  steadily  dur- 
ing the  postwar  period.  As  a matter 
of  fact  the  decrease  is  of  about  the 


*The  total  number  of  patients  discharged  in  1952  and  again  in  195S  exceeded  the  number 
of  first  admissions  in  each  of  these  years  though  not  the  total  admissions. 
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same  magnitude  as  the  increase  in 
the  proportion  of  alcoholics  among 
all  first  admissions.  On  the  other 
hand,  the  actual  rate  of  admission 
for  alcoholism  with  psychosis  has 
changed  little  over  the  period.  This 
indicates  that  the  rather  dramatic 
increase  in  admissions  for  alcohol- 
ism has  been  largely  due  to  ad- 
mission of  alcoholics  who  were  not 
suffering  from  one  of  the  alcoholic 


psychoses.  It  would  seem  likely  that 
the  duration  of  treatment  would  be 
much  shorter  where  no  psychosis 
was  involved  than  in  cases  involv- 
ing such  a complication. 

The  principal  objective  of  this 
paper  has  been  to  illustrate  a few 
of  the  many  factors  which  may  ac- 
count for  a trend  such  as  the  post- 
war increase  in  hospital  admissions 
for  alcoholism  in  Canada.  Only  the 


CHART  I 

Semi-logarithmic  chart  of  trends  in  general  admissions,  discharges,  and 
admissions  for  alcoholism,  Canadian  mental  hospitals,  1946-53. 
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more  readily  available  data  of  the 
sort  usually  found  in  standard 
government  reports  have  been  uti- 
lized. On  the  basis  of  this  material 
it  was  suggested  that  reduction  in 
the  duration  of  hospitalization  for 
alcoholism  was  chiefly  responsible 
for  the  increase  in  admissions. 
However,  this  must  be  regarded 
simply  as  a plausible  explanation 
based  largely  on  presumptive  evi- 


dence. Conclusive  demonstration  of 
the  factors  underlying  the  trend 
would  require  specific  studies  of 
admissions  to  selected  mental  hos- 
pitals. On  the  other  hand,  it  is 
hoped  that  the  analysis  has  indi- 
cated the  importance  of  a careful 
examination  of  available  data 
before  any  one  factor,  such  as  in- 
creased prevalence,  is  assigned  chief 
responsibility  for  a trend  of  this 
sort. 
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Ontario  Society  Helped  1,000  Inebriates 

Material f Medical^  <ind  Spiritual  Aid 
Offered  Selected  Police  Court  Drunks 
By  Early  Group  Headed  by  Prof.  Wrong 


Following  is  a report  quoted  from  The  Toronto  Star  Weekly  of  September  7,  1912. 
It  gives  an  account  of  the  Ontario  Society  for  the  Reformation  of  Inebriates,  which 
teas  organized  in  Toronto  early  in  the  century,  and  which  carried  on  its  work  until 
about  the  time  prohibition  teas  enacted. 

Officers  of  the  Society  in  1912  were  Professor  George  M.  Wrong,  president:  Dr. 
Harley  Smith,  secretary;  Mr.  R.  H.  Coleman,  treasurer;  and  Dr.  A.  M,  Rosebrugh, 
medical  officer. 

There  is  a dearth  of  definite  information  about  the  Society,  and  the  Alcoholism 
Research  Foundation  is  most  anxious  to  fill  out  its  file  on  the  subject.  It  would 
be  greatly  appreciated  if  anyone  with  a knoivledge  of  this  organization  would 
communicate  with  the  Foundation. 


Advancing  civilization  with 

its  fine  knowledge,  its  growing 
ideals,  and  its  expanding  spirit  of 
human  kindliness  is  gradually 


abandoning  many  of  the  old  harsh 
and  cruel  methods  of  dealing  with 
the  victims  of  environment  and 
misfortune.  Time  was  when  the 
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ALCOHOLISM  IGNORED  BY  MEDICAL  SCHOOLS’^ 
"Alcoholism,  its  effects  and  its  treatment  are  practically 
ignored  by  Canadian  colleges  of  medicine.  Consequently  the  young 
doctor  who  is  graduated  from  any  of  our  colleges  is  utterly  un- 
qualified to  treat  a man  who  has  become  a drink  victim.  All  he 
can  do  is  to  advise  him  to  go  to  bed  and  sleep  it  off,  and  possibly 
give  him  a sleeping  powder  to  make  him  doze  off  quickly. 

"The  consequence  is  that  the  inebriate  wakes  up  in  such  a run- 
down condition,  nervously  and  physically,  that  his  first  thought 
and  desire  is  to  rush  to  the  nearest  barroom  for  more  drink.  If  he 
had  been  properly  handled  he  would  have  had  his  nervous  system 
built  up  and  his  willpower  to  a large  extent  restored. 

"It  is  almost  inconceivable  to  think  that  our  doctors,  except 
such,  of  course,  as  have  made  a special  study  of  the  subject  on  their 
own  initiative,  are  just  about  as  ignorant  as  the  average  man  on  the 
street  concerning  what  is  now  recognized  to  be  a terrible  disease 
with  recurrent  tendencies.  They  have  no  sympathy  whatsoever  for 
the  man  who  has  contracted  this  disease  and  have  nothing  to  offer 
him  to  help  him  regain  mastery  of  himself.  It  is  left  to  our  Society 
and  a few  reputable  institutions  to  administer  the  treatment,  as  well 
as  to  a host  of  quacks  who  make  a heap  of  money  out  of  the  poor 
inebriate  and  his  family.  . 

— From  a speech  by  Mr,  R,  J.  Hart,  probation  officer,  Ontario  Society  for  the 
Reformation  of  Inebriates,  reported  in  The  Toronto  Star  Weekly,  June  11,  1913, 


deranged  in  mind  were  mercilessly 
clapped  in  irons  and  treated  as 
criminals,  but  that  time  is  passed 
by,  never  to  return.  War  is  no 
longer  regarded  as  a great  and 
glorious  performance,  but  there  is 
a rapidly  developing  consciousness 
that,  despite  its  gaudy  trappings 
and  emotional  appeals,  it  is  nothing 
more  nor  less  than  legalized 
murder. 

Some  of  the  old  customs  still 
persist,  such  as  that  of  condemn- 
ing the  victims  of  drink — the  in- 
ebriates — as  criminals,  to  be 
thrown  in  jail  and  covered  with 


opprobrium.  But  there  is  a Society 
in  Toronto  that,  in  a quiet,  un- 
obtrusive way,  has  these  10  years 
been  seeking  to  inculcate  an  en- 
tirely different  principle.  This 
society  is  the  Ontario  Society  for 
the  Reformation  of  Inebriates. 
The  Weight  of  Inertia 
As  Carlyle  remarked,  "The 
weight  of  inertia  on  the  part  of 
the  mass  of  mankind  is  immense, 
and  it  takes  a long  time  to  over- 
come the  force  of  old  traditions 
and  apathy  and  instil  new  ideas 
more  in  accordance  with  the  spirit 
of  the  times.”  To  our  forefathers. 


the  idea  that  inebriety  was  not  a 
crime,  but  in  most  cases  a disease 
requiring  treatment  like  any  other 
physical  or  mental  disease  — this 
idea  would  have  been  considered  as 
fantastic.  But  it  is  now  recognized 
by  scientific  men  as  more  than  an 
idea — as  a demonstrated  fact.  Since 
it  is  a fact,  it  seems  queer  and 
barbarous  that  men  suffering  from 
such  a disease  should  be  thrown 
into  prison.  The  whole  purpose  of 
the  old  penal  code  was  to  punish, 
not  to  reform.  Its  activating 
motive  was  derived  from  the  old 
Mosaic  law  which  decreed  *'an  eye 
for  an  eye,  a tooth  for  a tooth”. 

The  Ontario  Society  for  the 
Reformation  of  Inebriates  reverses 
this  cruel  and  vindictive  code.  It 
proceeds  upon  the  principle  of 
reformation,  not  punishment,  and 
instead  of  advocating  or  sanction- 
ing the  rigors  of  jail  punishment, 
it  adopts  the  more  humane  and 
much  more  rational  plan  of  using 
scientific  medical  treatment  joined 
with  moral  and  religious  influences. 
Not  After  Causes 
The  Society  does  not  pretend  to 
go  deeply  into  the  causes  of  drink. 
Only  society  as  a whole  can  re- 
move the  influences  and  environ- 
ment that  drive  some  men  to  ex- 
cessive indulgence.  What  the 
Society  does  do,  however,  is  to 
extend  a helping,  sympathetic 
practical  hand  to  men  who  are  be- 
ginning to  slide  down  into  the 

* Evidently  by  sheer  coincidence,  1170 
the  alcoholic.  It  is  the  address  of  the 
it  was  a branch  of  the  Union  Bank,  since 
and  Mr.  Coleman  was  an  employee  of  the 


depths.  To  a man  who,  for  some 
reason  or  other  has  lost  hope  and 
even  friends,  sympathy  comes  as 
an  inspiration,  but  when  it  is 
backed  by  practical  assistance,  it  is 
an  invincible  combination.  Homi- 
lies or  moralizing  may  be  well 
meant,  but  they  do  not  reach  the 
castaway  who  needs  a fresh  start 
in  life  and  the  material  aid  with 
which  to  begin  it. 

Mr.  R.  H.  Coleman,  the  Trea- 
surer of  the  Society,  No.  1170 
Yonge  Street,**'”  is  enthusiastic  about 
his  work  and  well  he  might  be, 
considering  its  results.  "Our  medi- 
cal officer.  Dr.  A.  M.  Rosebrugh,” 
said  Mr.  Coleman,  "seems  to  think 
that  there  is  a predisposition  to 
inebriety,  and  that  it  is  a distinct 
disease  when  the  inebriate  has  lost 
the  power  to  resist.  In  a sense,  the 
inebriate  is  really  a lunatic,  but 
the  idea  of  putting  him  in  jail  is 
monstrous.  He  is  sent  to  jail  for 
30  days  at  the  public  expense, 
which  prepares  him  for  another 
debauch. 

"Our  Society  was  founded  to  do 
rescue  work  on  the  principle  of 
helping  inebriates  physically,  mor- 
ally and  spiritually,  and  10  years 
of  experience  have  justified  the 
method.  Our  aim  is  to  assist 
spiritual  means  by  grappling  with 
the  disease.  It  can  be  seen  in  opera- 
tion in  the  police  court  in  Toronto 
every  day.  The  probation  officer 
of  the  Society  is  in  attendance, 

Yonge  Street  is  still  a source  of  help  for 
Alcoholics  Anonymous  clubroom.  In  19 IS 
taken  over  by  the  Royal  Bank  of  Canada; 
bank. 
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working  in  harmony  with  the 
police  and  dealing  personally  with 
those  charged  with  drunkenness. 
We  tried  several  probation  officers 
before  we  secured  a suitable  one 
who,  we  were  sure,  had  sympathy 
and  kindness  and  yet  had  dis- 
crimination enough  not  to  be  im- 
posed upon. 

No  ^‘Old  Rounders'^ 

big  majority  of  the  police 
court  cases  are  whiskey  fiends”.  In 
dealing  with  these  cases,  our  pro- 
bation officer  uses  judgment.  We 
do  not  take  old  rounders.  We  take 
only  beginners  on  the  downward 
path.  Often,  the  Society  goes  bail 
for  an  offender,  and  we  get  him  a 
new  suit  of  clothes,  a shave,  a bath, 
etc.  The  great  thing,  at  first,  is  to 
get  him  clean  and  respectable. 
Many  of  these  cases  come  from 
good  fellowship,  getting  out  with 
the  boys,  and  going  through  a 
series  of  treating  at  the  bar.  When 
a man  has  a family,  the  cause  is 
often  domestic. 

**The  first  thing  we  do  with  the 
released  man,  is  to  take  him  to  the 
medical  officer  of  the  Society  who 
is  in  daily  attendance  at  the  City 
Hall.  Treatment  is  prescribed.  The 
probation  officer  follows  the  man 
to  his  home  or  lodging  house, 
makes  him  see  that  he  has  a friend, 
keeps  an  eye  upon  him  for  weeks, 

^ the  psyche  are  the  in-  ^ 

temperance  in  eating  and  drink- 
^ ing.  . ^ 

— Hippocrates, 


or  even  months,  and  often  has  the 
pleasure  of  restoring  a degraded 
outcast  to  sobriety  and  respeca- 
bility. 

Have  Passed  1,000 
"The  Society,”  said  Mr.  Cole- 
man, "could  point  to  many  persons 
who  were  habitual  drunkards  a 
few  years  ago  but,  through  the 
work,  are  today  strong  and  useful 
citizens.  During  its  1 0 years  of 
work,  the  Society  has  passed  at 
least  1,000  men,  some  of  whom, 
however,  were  repeaters.  About 
half  of  the  total  number  of  cases 
got  over  drunkenness  completely. 
The  majority  of  the  cases  were 
Old  Country  people  — English, 
Scotch  and  Irish,  chiefly  the  two 
former  nationalities. 

"The  records  of  the  Society 
show  many  cases  of  former  vaga- 
bonds and  outcasts  now  holding 
responsible  positions  and  restored 
to  their  families.  To  meet  the 
Society’s  expenses  the  Ontario 
Government  contributed  $300.00 
and  the  City  of  Toronto  $200.00. 
Its  total  expenses  are  now  $2,- 
500.00  per  year,  the  bulk  of  which 
has  to  be  made  up  by  private 
contributions. 

Hospital  Sought 
"Professor  G.  M.  Wrong,  presi- 
dent of  the  Society,  is  not  however, 
content  with  the  work  as  now 
conducted.  Hospital  accommoda- 
tion for  special  treatment  of  in- 
ebriate cases  is  required.  It  would 
be  a great  boon,  and  would  result 
in  saving  many  who  cannot  now 
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be  reached.  A small  cottage  hos- 
pital, or  at  least  hospital  ac- 
commodation for  a moderate 
number  of  patients  is  urgently 
needed — accommodation  especially 
adapted  to  the  purpose  and  equip- 
ped with  all  necessary  appliances 
for  affording  up-to-date,  scientific 
medical  treatment,  and  where  the 
inmates  would  be  brought  under 
moral  and  religious  influences.  We 


are  gratified  to  learn  that  a cam- 
paign is  about  to  be  inaugurated  in 
Ontario  with  a view  to  the  attain- 
ment of  this  end.  Equipped  with 
proper  facilities,  the  Society  will  be 
enabled  to  extend  the  scope  of  the 
work  so  as  to  include  a class  that 
are  not  now  being  cared  for, 
namely,  drinking  men  who  have 
not,  as  yet,  reached  the  police 
court  stage.” 


Why  Anonymity  Is  Essential  to  A.A. 

The  Co-Founder  of  Alcoholics  Anonymous 
Tells  Why  Anonymity  Is  as  Vital  to  A.A. 

As  Abstinence  Is  to  Every  A.A.  Member 


By 


OUR  book,  "The  Twelve  Steps 
and  Twelve  Traditions”,  states 
that  "Anonymity  is  the  greatest 
protection  our  Society  can  ever 
have.”  It  says  also  that  "The 
spiritual  substance  of  anonymity 
is  sacrifice.” 

Now  what  do  we  mean  when 
we  say  this?  Why  do  we  think 
anonymity  is  the  greatest  single 
protection  that  AA  can  ever  have? 
Why  is  it  our  greatest  symbol  of 


personal  sacrifice,  the  spiritual  key 
to  all  our  Traditions  and  to  our 
whole  way  of  life? 

The  following  fragment  of  AA 
history  will  reveal,  I hope,  the 
answer  we  all  seek. 

Years  ago  a noted  ball  player 
sobered  up  through  AA  and  be- 
cause his  comeback  was  so  specta- 
cular, he  got  a tremendous  person- 
al ovation  in  the  press  and  Alcoho- 
lics Anonymous  got  much  of  the 
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credit.  His  full  name  and  picture, 
as  a member  of  A A,  was  seen  by 
millions  of  fans.  It  did  us  plenty  of 
good;  alcoholics  flocked  in.  We 
loved  this.  I was  specially  excited 
because  it  gave  me  ideas. 

Soon  I was  on  the  road,  happily 
handing  out  personal  interviews 
and  pictures.  To  my  delight,  I 
could  hit  the  front  pages,  just  as 
he  could.  Besides,  he  couldn’t  hold 
his  publicity  pace,  but  I could  hold 
mine.  I only  needed  to  keep 
travelling  and  talking.  The  local 
AA  groups  and  newspapers  did  the 
rest.  I was  astonished  when  re- 
cently I looked  at  those  old  news- 
paper stories.  For  two  or  three 
years  I guess  I was  AA’s  number 
one  anonymity  breaker. 

Set  the  Example 

So  I can’t  really  blame  any  AA 
who  has  grabbed  the  spotlight 
since.  I set  the  main  example  my- 
self, years  ago. 

At  the  time,  this  looked  like  the 
thing  to  do.  Thus  justified,  I ate 
it  up.  What  a bang  it  gave  me 
when  I read  those  two- column 
spreads  about  "Bill  the  Broker”, 
full  name  and  picture,  the  guy 
who  was  saving  drunks  by  the 
thousands! 

Then  this  fair  sky  began  to  be 
a little  overcast.  Murmurs  were 
heard  from  AA  skeptics  who  said, 
"This  guy  Bill  is  hogging  the  big 
time.  Dr.  Bob  isn’t  getting  his 
share.”  Or,  again,  "Suppose  all 
this  publicity  goes  to  Bill’s  head  and 


he  gets  drunk  on  us?” 

This  stung.  How  could  they 
persecute  me  when  I was  doing  so 
much  good?  I told  my  critics  that 
this  was  America  and  didn’t  they 
know  I had  the  right  of  free 
speech?  And  wasn’t  this  country 
and  every  other  run  by  big-name 
leaders?  Anonymity  was  maybe 
okay  for  the  average  AA.  But  co- 
founders ought  to  be  exceptions. 
The  public  certainly  had  a right 
to  know  who  we  were. 

Real  A A power-drivers  (pres- 
tige-hungry people,  folk  just  like 
me)  weren’t  long  in  catching  on. 
They  were  going  to  be  exceptions 
too.  They  said  that  anonymity 
before  the  general  public  was  just 
for  timid  people;  all  the  braver  and 
bolder  souls,  like  themselves  should 
stand  right  up  before  the  flash 
bulbs  and  be  counted.  This  kind 
of  courage  would  soon  do  away 
with  the  stigma  on  alcoholics.  The 
public  would  right  away  see  what 
fine  citizens  recovered  drunks  could 
make.  So  more  and  more  members 
broke  their  anonymity,  all  for  the 
good  of  AA.  What  if  a drunk  was 
photographed  with  the  governor? 
Both  he  and  the  governor  de- 
served the  honor,  didn’t  he?  Thus 
we  zoomed  along,  down  the  dead 
end  road! 

Alcohol  Education 

The  next  anonymity  breaking 
development  looked  even  rosier.  A 
close  AA  friend  of  mine  wanted  to 
go  in  for  alcohol  education.  A 
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department  of  a great  university 
interested  in  alcoholism  wanted  her 
to  go  out  and  tell  the  general  pub- 
lic that  alcoholics  were  sick  people, 
and  that  plenty  could  be  done 
about  it.  My  friend  was  a crack 
public  speaker  and  writer.  Could 
she  tell  the  general  public  that  she 
was  an  A A member?  Well,  why 
not?  By  using  the  name  Alcoholics 
Anonymous  she’d  get  fine  publicity 
for  a good  brand  of  alcohol  educa- 
tion and  for  AA  too.  I thought  it 
an  excellent  idea  and  therefore  gave 
my  blessing. 

AA  was  already  getting  to  be  a 
famous  and  valuable  name.  Backed 
by  our  name  and  her  own  great 
ability,  the  results  were  immediate. 
In  nothing  flat  her  own  full  name 
and  picture,  plus  excellent  accounts 
of  her  educational  project,  and  of 
AA,  landed  in  nearly  every  large 
paper  in  North  America.  The 
public  understanding  of  alcoholism 
increased,  the  stigma  on  drunks 
lessened,  and  AA  got  new  members. 
Surely  there  could  be  nothing 
wrong  with  that. 

But  there  was.  For  the  sake  of 
this  short-term  benefit,  we  were 
taking  on  a future  liability  of  huge 
and  menacing  proportions. 
Prohibition  Magazine 

Presently  an  AA  member  began 
to  publish  a crusading  magazine 
devoted  to  the  cause  of  Prohibition. 
He  thought  Alcoholics  Anonymous 
ought  to  help  make  the  world  bone 
dry.  He  disclosed  himself  as  an  AA 
member  and  freely  used  the  AA 
name  to  attack  the  evils  of  whiskey 


and  those  who  made  it  and  drank 
it.  He  pointed  out  that  he  too  was 
an  '‘educator”,  and  that  his  brand 
of  education  was  the  ‘‘right  kind”. 
As  for  putting  AA  into  public 
controversy,  he  thought  that  was 
exactly  where  we  should  be.  So  he 
busily  used  AA’s  name  to  do  just 
that.  Of  course,  he  broke  his 
anonymity  to  help  his  cherished 
cause  along. 

This  was  followed  by  a proposal 
from  a liquor  trade  association  that 
an  AA  member  take  on  a job  of 
"education”.  People  were  to  be 
told  that  too  much  alcohol  was  bad 
for  anyone  and  that  certain  people- 
— the  alcoholics — shouldn’t  drink 
at  all.  Wl^at  could  be  the  matter 
with  this? 

The  catch  was  that  our  AA 
friend  had  to  break  his  anonymity; 
every  piece  of  publicity  and  litera- 
ture was  to  carry  his  full  name  as 
a member  of  Alcoholics  Anony- 
mous. This  of  course  would  be 
bound  to  create  the  definite  public 
impression  that  A A favored  "edu- 
cation,” liquor  trade  style. 

Though  these  two  developments 
never  happened  to  get  far,  their 
implications  were  nevertheless  ter- 
rific. They  spelled  it  right  out  for 
us.  By  hiring  out  to  another  cause, 
and  then  declaring  his  AA  mem- 
bership to  the  whole  public,  it  was 
in  the  power  of  an  AA  to  marry 
Alcoholics  Anonymous  to  practi- 
cally any  enterprise  or  controversy 
at  all,  good  or  bad.  The  more 
valuable  the  AA  name  became,  the 
greater  the  temptation  would  be. 


Further  proof  of  this  was  not 
long  in  showing  up.  Another 
member  started  to  put  us  into  the 
advertising  business.  He  had  been 
commissioned  by  a life  insurance 
company  to  deliver  a series  of 
twelve  ''lectures”  on  Alcoholics 
Anonymous  over  a national  radio 
hookup.  This  would  of  course 
advertise  life  insurance  and  Alco- 
holics Anonymous — and  naturally 
our  friend  himself  — all  in  one 
good-looking  package. 

At  AA  headquarters,  we  read 
the  proposed  lectures.  They  were 
about  50  per  cent  A A and  50  per 
cent  our  friend’s  personal  religious 
convictions.  This  could  create  a 
false  public  view.  Religious  pre- 
judice against  AA  would  be 
aroused.  So  we  objected. 

Our  friend  shot  back  a hot  letter 
saying  that  he  felt  "inspired”  to 
give  these  lectures,  and  that  we  had 
no  business  to  interfere  with  his 
right  of  free  speech.  Even  though 
he  was  going  to  get  a fee  for  his 
work,  he  had  nothing  in  mind  ex- 
cept the  welfare  of  AA.  And  if 
we  didn’t  know  what  was  good  for 
us,  that  was  too  bad!  We  and  AA’s 
Board  of  Trustees  could  go  plumb 
to  the  devil.  The  lectures  were 
going  on  the  air. 

This  was  a poser.  Just  by  break- 
ing anonymity  and  so  using  the 
A A name  for  his  own  purposes,  our 
friend  could  take  over  our  public 
relations,  get  us  into  religious 
trouble,  put  us  into  the  advertis- 
ing business,  and  for  all  these  good 


works,  the  insurance  company 
would  pay  him  a handsome  fee. 

Did  this  mean  that  any  mis- 
guided member  could  endanger  our 
Society  any  time  or  any  place  by 
breaking  anonymity  and  telling 
himself  how  much  good  he  was 
going  to  do  for  us?  We  envisioned 
every  AA  advertising  man  looking 
up  a commercial  sponsor,  using  the 
AA  name  to  sell  everything  from 
pretzels  to  prune  juice. 

Project  Abandoned 

Something  had  to  be  done.  We 
wrote  our  friend  that  AA  had  a 
right  of  free  speech  too.  We 
couldn’t  oppose  him  publicly,  but 
we  could  and  would  guarantee  that 
his  sponsor  would  receive  several 
thousand  letters  of  objection  from 
AA  members  if  the  program  went 
on  the  radio.  Our  friend  abandon- 
ed the  project. 

But  our  anonymity  dike  con- 
tinued to  leak.  AA  members  began 
to  take  us  into  politics.  They  be- 
gan to  tell  State  Legislative  com- 
mittees— publicly  of  course — just 
what  AA  wanted  in  the  way  of 
rehabilitation,  money  and  enlight- 
ened legislation. 

Thus,  by  full  name  and  often  by 
pictures  some  of  us  became 
lobbyists.  Other  members  sat  on 
benches  with  police  court  judges, 
advising  which  drunks  in  the  line- 
up should  go  to  AA  and  which  to 
jail. 

Then  came  money  complications 
involving  broken  anonymity.  By 
this  time,  most  members  felt  we 
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ought  to  stop  soliciting  funds 
publicly  for  AA  purposes.  But  the 
educational  enterprise  of  my  uni- 
versity-sponsored friend  had  mean- 
while mushroomed.  She  had  a 
perfectly  proper  and  legitimate 
need  for  money  and  plenty  of  it. 
Therefore,  she  asked  the  public  for 
it,  putting  on  drives  to  this  end. 
Since  she  was  an  AA  member  and 
continued  to  say  so,  many  contri- 
butors were  confused.  They 
thought  AA  was  in  the  educational 
field  or  else  they  thought  AA  it- 
self was  raising  money  when  indeed 
it  was  not  and  did  not  want  to. 

So  AA’s  name  was  used  to  solicit 
funds  at  the  very  moment  we  were 
trying  to  tell  people  that  AA 
wanted  no  outside  money. 

Seeing  what  had  happened,  my 
friend,  wonderful  member  that  she 
is,  tried  to  resume  her  anonymity. 
Because  she  had  been  so  thoroughly 
publicized,  this  has  been  a hard  job. 
It  has  taken  her  years.  But  she 
has  made  the  sacrifice,  and  I here 
want  to  record  my  deep  thanks  on 
behalf  of  us  all. 

This  precedent  set  in  motion  all 
sorts  of  public  solicitations  by 
AAs  for  money — money  for  dry- 
ing-out farms.  Twelfth  Step  enter- 
prises, AA  boarding  houses,  clubs, 
and  the  like — powered  largely  by 
anonymity  breaking. 

We  were  next  startled  to  learn 
that  we  had  been  drawn  into  parti- 
san politics,  this  time  for  the 
benefit  of  a single  individual.  Run- 
ning for  public  office,  a member 


splashed  his  political  advertising 
with  the  fact  that  he  was  an  A A 
and,  by  inference,  sober  as  a judge! 
AA  being  popular  in  his  State,  he 
thought  it  would  help  him  win  on 
election  day. 

Probably  the  best  story  in  this 
class  tells  how  the  AA  name  was 
used  to  back  up  a libel  lawsuit.  A 
member,  whose  name  and  profes- 
sional attainments  are  known  on 
three  continents,  got  hold  of  a 
letter  which  she  thought  damaged 
her  professional  reputation.  She 
felt  something  should  be  done 
about  this  and  so  did  her  lawyer, 
also  an  AA.  They  assumed  that 
both  the  public  and  AA  would  be 
rightfully  angry  if  the  facts  were 
known.  Forthwith,  several  news- 
papers headlined  how  Alcoholics 
Anonymous  was  rooting  for  one  of 
its  lady  members — named  in  full, 
of  course — to  win  her  suit  for 
libel.  Shortly  after  this,  a noted 
radio  commentator  told  a listening 
audience,  estimated  at  12  million 
people,  the  same  thing. 

The  old  files  at  AA  Headquarters 
reveal  many  scores  of  such  ex- 
periences with  broken  anonymity. 
Most  of  them  point  up  the  same 
lessons. 

They  tell  us  that  we  alcoholics 
are  the  biggest  rationalizers  in  the 
world;  that  fortified  with  the 
excuse  we  are  doing  great  things 
for  the  AA  we  can,  through 
broken  anonymity,  resume  our  old 
and  disastrous  pursuit  of  personal 
power  and  prestige,  public  honors. 


and  money— the  same  implacable 
urges  that  when  frustrated  once 
caused  us  to  drink;  the  same  forces 
that  are  today  ripping  the  globe 
apart  at  its  seams. 

Of  course  no  AA  need  be  anony- 
mous to  family,  friends  or  neigh- 
bors. Disclosure  there  is  usually 
right  and  good.  Nor  is  there  any 
special  danger  when  we  speak  at 
group  or  semi-public  AA  meetings, 
provided  press  reports  reveal  first 
name  only. 

But  before  the  general  public- 
press,  radio,  films,  television  and 
the  like — the  revelation  of  full 
names  and  pictures  is  the  point  of 
peril. 

We  want  to  maintain  100  per 
cent  anonymity  for  still  another 
potent  reason,  one  often  over- 
looked. Instead  securing  us  more 
publicity,  repeated  self  - serving 
anonymity  breaks  could  severely 

DEVELOPMENTS  \ 

In  Saskatchewan  . . . 

THE  DIRECTORS  of  Canada’s  five  provincial  alcoholism  pro- 
grams met  in  Regina,  May  17  through  19,  and  agreed  that  a semi- 
formal  organization,  a Canadian  Council  on  Alcoholism,  should 
be  established — subject  to  ratification  by  their  respective  boards. 

The  proposed  functions  of  the  Canadian  Council  on  Alcohol- 
ism are:  (1)  To  facilitate  relationships  with  various  departments 
of  the  federal  government  and  with  national  organizations  in  the 
health  and  welfare  fields.  (2)  To  cooperate  in  matters  of  research. 
(3)  To  plan  and  develop  educational  material  for  distribution  on 
a Canada- wide  basis.  (4)  To  investigate  the  possibility  of  receiv- 
ing and  distributing  funds  from  Canadian  business,  industry,  and 
other  sources.  (5)  To  assist,  on  request,  in  the  development  of 
adequate  programs  on  alcoholism  in  the  various  provinces  of 
Canada. 


damage  the  wonderful  relation  we 
now  enjoy  with  press  and  public 
alike.  We  could  wind  up  with  a 
poor  press  and  little  public  confi- 
dence at  all. 

For  many  years,  news  channels 
all  over  the  world  have  showered 
AA  with  enthusiastic  publicity,  a 
neverending  stream  of  it,  far  out  of 
proportion  to  the  news  values 
involved.  Editors  tell  us  why  this 
is.  They  give  us  extra  space  and 
time  because  of  our  continual  in- 
sistence on  personal  anonymity  at 
the  press  level. 

Never  before  had  news  outlets 
and  public  relations  experts  heard 
of  a society  that  absolutely  refused 
personally  to  advertise  its  leaders 
or  members.  To  them,  this  strange 
and  refreshing  novelty  has  always 
been  proof  positive  that  A A is  on 
the  square;  that  nobody  has  an 
angle. 
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How  This  Clinic  Helped  A Man  Into  A.A. 

Doug.  Couldn^t  Accept  The  First  Step 
Until  Brookside  Brought  Reality  Home 

by  Dong,  R, 

Here  is  an  excerpt  from  a talk  delivered  at  a recent  Alcoholics 
Anonymous  meeting  in  Windsor,  Ontario,  It  deals  with  the 
experience  of  one  man  in  finding  help  toward  his  recovery  at  Brook- 
side  Clinic  and  in  the  fellowship  of  A,A.  As  such,  it  offers  a com- 
mentary on  the  com plementary  roles  these  two  alcoholic  rehabilitation 
organizations  can  play, 

IT  is  not  my  intention  to  give  years  I drank  progressively  greater 
you  a day  by  day,  week  by  quantities  of  alcohol  and  created 
week,  or  month  by  month  descrip-  progressively  greater  problems  for 
tion  of  my  activities  during  the  myself,  my  family  and  all  who 
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touched  my  life.  Such  an  account 
would  serve  no  purpose  here  and 
would  I assure  you  be  highly  dis- 
tasteful to  me.  It  will  I think  be 
suflScient  for  me  to  tell  you  that  I 
have  been  jailed  many  times  for 
drunkenness,  hospitalized  many 
times  for  drunkenness,  I have  been 
in  the  so-called  nursing  homes 
many  times,  I have  used  antabuse, 
psychiatric  treatment,  religious 
counsel,  social  welfare  advice,  group 
therapy  and  the  philosophy  of 
A.A.  I believe  it  was  necessary  for 
me  to  go  through  all  this  procedure 
because  I was  not  one  of  that  most 
fortunate  5 0 per  cent  who  are  said 
to  walk  into  A.A.  and  never  take 
another  drink.  I had  to  do  most  of 
my  most  vicious  and  most  disgust- 
ing drinking  after  making  my 
original  contact  with  the  fellow- 
ship. 

Unable  To  Accept 

I believe  I had  to  do  this  drinking 
because  of  my  inability  to  accept 
the  first  step  of  our  suggested  pro- 
gram of  recovery.  We  admit  we 
are  powerless  over  alcohol,  that  our 
lives  have  become  unmanageable. 
Since  my  acceptance  of  this  first 
step  was  implemented  by  an  agency 
outside  of  A.A.  it  might  at  this 
point  be  well  for  me  to  make  very 
clear  to  you,  my  opinion  of 
Alchoholics  Anonymous. 

My  interest  in  this  problem  of 
alcoholism  from  a purely  personal 
angle  is,  I suspect  the  same  as  the 
interest  of  any  other  alcoholic  in 
A.A.  The  mechanical  business  of 
stopping  is  not  a concern  of  mine 


in  the  least,  I have  stopped  drink- 
ing in  Halifax,  St.  John,  Moncton, 
Ottawa  and  Toronto.  I have 
stopped  drinking  in  many  other 
centres  as  well,  I mention  these 
specific  cities  because  I have  been 
in  jail  charged  with  drunkenness  in 
each  one  of  them.  I am  concerned 
with  finding  a way  to  live  decently 
with  some  measure  of  contentment 
and  serenity  and  with  the  exclusion 
of  alcohol.  A way  of  life  I have 
not  known  for  many  years. 

Considers  A.A.  Basic 

Now,  in  seeking  that  way  of  life 
I examined  Alcoholics  Anonymous 
in  the  light  of  my  experiences  over 
some  years  of  in-and-out  member- 
ship and  I reached  these  con- 
clusions: A.A.  is  basic  for  all 
alcoholics  and  all  types  of  alcohol- 
ism; just  as  basic  as  going  to  bed  is 
basic  for  all  types  of  pneumonia. 
There  will  never,  in  any  age,  be  an 
effort  to  combat  the  illness  alcohol- 
ism that  will  not  have  been 
influenced  by  Alcoholics  Anony- 
mous. No  matter  how  much  the 
medical  profession  learns  about  the 
illness,  no  matter  if  the  research 
institutions  wipe  alcoholism  from 
the  face  of  the  earth,  it  was  A.A. 
that  blazed  the  trail,  that  showed 
the  tremendous  potential  of  good, 
solid,  responsible  citizenship  that 
has  lain  buried  beneath  the  cloak 
of  the  drunkard  for  many  decades. 
I doubt  if  there  is  a walk  of  life 
today  that  is  not  honored  by  the 
inclusion  of  at  least  one  individual 
who  tries  to  live  by  the  12  steps 
of  this  program. 


It  is  now  necessary  in  my  story 
to  tell  you  of  the  outside  agency 
which  implemented  my  acceptance 
of  our  first  step.  We  have  in  To- 
ronto two  treatment  situations  for 
the  alcoholic  which  are  called 
Brookside  Hospital  and  Brookside 
Clinic.  It  was  in  these  situations 
that  realization  of  what  alcohol  had 
done  to  my  mind  and  body,  and, 
more  important  what  alcohol  could 
yet  do  to  my  mind  and  body, 
finally  crashed  home  and  thereby 
implemented  my  quest  for  a new 
way  of  life. 

What  Brookside  Offers 

I will  briefly  describe  these 
situations  for  you.  Brookside  Hos- 
pital offers  in-patient  service  for  the 
individual  who  is  or  has  recently 
been  acutely  ill,  a patient  stays  in 
from  10  to  14  days  and  when  the 
acute  stage  is  passed  he  attends  a 
series  of  lectures  on  alcohol  and 
alcoholism.  Brookside  Clinic  offers 
out-patient  service  which  provides 
antabuse,  psychiatric  treatment, 
social  welfare  advice  and  group 
therapy  treatment  for  the  indi- 
vidual who  feels  that  any  of  these 
aids  or  any  combination  of  these 
aids  will  be  of  benefit  to  him.  I 
believe  these  services  have  their 
place  in  the  treatment  of  certain 
types  of  alcoholism. 

As  a small  example,  the  social 
work  group  at  Brookside  established 
contact  with  my  wife  and  two  chil- 
dren whom  I have  not  seen  for 
some  12  years  and  as  a result  of  that 
contact  I am  doing  certain  things 
in  connection  with  our  ninth  step 


which  are  most  helpful  to  my  peace 
of  mind.  Both  of  the  services  I 
have  mentioned  are  a part  of  the 
work  going  on  at  the  Alcoholism 
Research  Foundation  of  Ontario; 
but  the  most  important  work  going 
on  at  the  Foundation  is  as  suggested 
by  the  name  Research.  It  is  my 
considered  opinion  that  qualified 
agencies  such  as  the  Foundation  will 
make  tremendous  contributions  to 
the  eventual  elimination  of  alcohol- 
ism by  education  directed  to  the 
potential  future  alcoholic,  educa- 
tion to  be  dispensed  by  the  medical 
profession,  the  clergy  and  by  the 
teaching  profession  at  all  levels  of 
formal  education. 

I personally  feel  a very  definite 
responsibility  toward  this  particular 
agency  for  two  reasons: 

1)  Their  help  in  making  me  come 
to  a most  logical  conclusion  in 
connection  with  my  own  con- 
dition. 

2)  The  help  they  may  well  make 
available  to  future  generations. 

I can  only  discharge  this  responsi- 
bility by  making  myself  available 
to  them  in  any  reasonable  manner 
in  which  I may  be  of  assistance  in 
their  work. 

Now,  through  my  A.A.  instruc- 
tion, Foundation  instruction  and 
the  hard  and  bitter  teaching  of  the 
jails  and  hospitals  I finally  came  to 
the  acceptance  of  our  first  step. 
What  then? 

What  Then? 

First  of  all  I need  A.A.  associa- 
tion with  its  fellowship,  the  con- 
stant reminder  given  by  12  th  step 
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work  and  its  assistance  in  my 
seeking  for  a faith  in  a higher 
power.  I am  convinced  that  should 
I decide  I have  this  way  of  Hfe 
wrapped  up  and  I no  longer  need 
A.A.  it  is  simply  a matter  of  time 
before  I am  again  drunk.  It  is 
highly  necessary  for  me  to  examine 
my  unmanageable  life  in  the  light 
of  our  12  steps  by  which  I hoped 
to  form  a new  pattern  of  existence. 
I of  course  found  the  usual  rat-race 
of  lies,  more  lies,  eccentric  eating 
and  sleeping  habits,  periods  of  high 
and  low  efficiency  in  my  work, 
unusual  approach  to  such  mundane 
matters  of  being  on  time  or  keeping 
appointments,  paying  my  bills  and 
even  brushing  my  teeth. 

Early  Training 

In  the  process  of  attempting  to 
correct  these  matters  I gradually 
came  to  a realization  of  certain 
facts.  In  my  childhood  I was  taught 
many  things  by  my  father  and 
mother,  such  simple  things  as  eat- 
ing three  meals  each  day,  getting 
so  much  sleep  at  night,  keeping  my 
body  clean,  going  to  school,  doing 
my  homework,  doing  certain  chores 
about  the  home,  how  to  play  a little 
hockey,  baseball  and  cribbage.  They 
sent  me  to  Sunday  School,  to 
church  and  occasionally  to  the 
movies.  In  short  I was  taught  that 
a sense  of  proportion  was  desirable 
in  all  things,  that  temperance  was 
desirable  in  all  things.  I gradually 
realized  that  a return  to  the 
approach  to  life  that  I learned 
many  years  ago  was  desirable.  I 


have  also  tried  for  some  time  now 
to  make  use  of  my  early  training 
and  in  my  efforts  I have  also  tried 
to  incorporate  our  24  hour  plan, 
I have  brought  some  order  out  of 
chaos,  but  I can  assure  you  of  one 
vital  fact:  it  is,  and  will  be,  a 
full-time  job  for  each  and  every 
24  hour  period  remaining  in  my 
life  span. 

Practical  Christianity 

I have  suggested  that  a belief 
in  and  a faith  in  a higher  power 
has  been  most  difficult  for  me  since 
childhood.  It  is  still  difficult  and 
in  all  probability  will  continue  to 
be  difficult  for  many  months  and 
years  to  come.  I am  attacking  this 
difficulty  in  my  usual  headlong 
manner.  I embarked  some  time  ago 
on  a definite  pattern  of  Bible  read- 
ing and  I have  adopted  a pattern 
of  church  attendance.  We  have  all 
heard  the  suggestion  that  if  an 
individual  goes  to  enough  A.A. 
meetings,  a certain  amount  of  the 
program  is  bound  to  rub  off  on 
him.  Possibly  the  same  principle 
will  apply  in  my  Bible  reading  and 
church  attendance.  I can  make 
this  statement,  however,  if  I leave 
the  word  alcohol  out  of  this  pro- 
gram, everything  else  in  the  pro- 
gram was  lived  and  preached  by 
Jesus  Christ  2000  years  ago.  It 
makes  no  difference  if  I believe  he 
was  the  Divine  Son  of  God  or  not, 
he  did  live  and  did  preach  our  way 
of  life,  and  he  set  an  example  that 
I or  anyone  else  can  be  proud  to 
follow. 
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During  the  past  20  years  tre- 
mendous strides  have  been 
taken  in  the  field  of  alcoholism 
control  and  prevention.  This  re- 
markable development  in  North 
America  was  precipitated  by  two 
events  which  occurred  almost 
simultaneously  — the  development 
of  research  in  the  field  of  alcohol 
problems  in  the  Yale  University 
Laboratory  of  Applied  Physiology; 
and  the  beginning  of  Alcoholics 
Anonymous  in  Akron,  Ohio. 

During  the  1940’s  and  early  50*5 
many  other  organizations  developed 
— the  Yale  University  Summer 
School  of  Alcohol  Studies,  — the 
National  Committee  on  Alcoholism, 
— the  National  States  Conference 
on  Alcoholism,  — and,  in  Canada, 
the  newly  formed  Canadian  Coun- 
cil on  Alcoholism  (an  association 
of  provincial  programs),  and 
others. 

Government  Responsibility 

Another  development  starting  in 
1944  and  1945  was  the  emergence 
of  governmental  responsibility  for 


meeting  the  problem  of  alcoholism. 
This,  too,  started  in  Connecticut. 
The  movement  spread  rapidly 
because,  as  of  1954,  according  to  a 
report  produced  by  the  Licensed 
Beverage  Industries,  27  states  and 
the  District  of  Columbia,  plus  five 
provinces  of  Canada,  have  operat- 
ing programs  in  the  field  of 
alcoholism.  In  several  additional 
states  special  study  programs  to 
investigate  the  problems  of  alcohol- 
ism and  to  make  recommendations 
as  to  the  type  of  operating  program 
best  suited  to  the  needs  of  these 
states  are  presently  under  way.  In 
Canada  the  picture  is  similar. 
Presumably  it  is  only  a matter  of 
time  before  governmental  programs 
will  be  started  in  all  the  states  of 
the  U.S.  and  in  all  the  provinces  of 
Canada. 

Most  of  the  programs  that  have 
developed  thus  far  have  emphasized 
treatment  and  education.  Unfor- 
tunately, research  has  been  given 
relatively  little  emphasis  in  spite  of 
the  fact  that  almost  every  one  of 


the  states  that  have  started  pro- 
grams have  implied  or  explicit 
authority  for  the  conduct  of  basic 
research  into  the  disease  itself. 
Legal  authority  granted,  in  other 
words,  has  been  sufficiently  broad 
to  permit  these  agencies  to  under- 
take both  medical  and  sociological 
research  programs. 

Research  Neglected 

In  spite  of  this,  out  of  $2,500,- 
000  appropriated  for  state  programs 
in  1954  only  $211,000 — or  slightly 
oyer  eight  per  cent  — has  been 
designated  for  research.  Further- 
more, $116,000,  or  more  than  50 
per  cent  of  the  research  money  was 
appropriated  and  spent  in  one  state, 
so  that  in  the  remaining  27  states, 
less  than  four  per  cent  of  the  total 
appropriations  (3.8)  is  earmarked 
for  research. 

In  Canada  the  picture  is  approxi- 
mately the  same.  The  sum  total  of 
the  budgets  for  five  operating  pro- 
vincial programs  is  $500,000.  Of 
this  amount  $55,000  or  approxi- 
mately 11  per  cent  is  allocated  for 
research.  But  $50,000  of  the  total 
research  money  is  allocated  by  one 
provincial  organization,  $5,000  by 
another,  and  zero  funds  by  the 
other  three  programs.  In  other 
words,  from  the  point  of  view  of 
budget  appropriation,  research  is 
almost  forgotten  in  the  public 
programming  in  Canada  and  the 
United  States. 

To  some  extent  it  is  natural  that 
there  be  a lag  between  the  develop- 
ment of  research  programs  and  the 
development  of  service  programs 


for  treatment  and  education. 
Alcoholics  Anonymous  and  special 
clinics  have  demonstrated  that  a 
good  proportion  of  those  suffering 
from  alcoholism  can  — with  our 
present  knowledge — be  rehabilitated 
to  a satisfactory  life  without 
alcohol.  So  it  is  reasonable  that 
there  be  considerable  emphasis  on 
the  development  of  services  to  do 
this  job.  The  more  services  that 
develop,  however,  the  greater  is  the 
demonstrated  need  for  research.  As 
we  begin  to  see  patients  in  treat- 
ment clinics  and  start  to  realize 
something  about  the  nature  and  ex- 
tent of  the  problem,  the  more  we 
begin  to  see  the  vast  unknown 
territories  that  exist  — territories 
that  have  to  be  explored  before 
prevention  can  ever  become  a 
practical  concept. 

Reasons  For  Research 

There  are  many  reasons  why 
research  should  be  a fundamental 
part  of  any  public  program  in  this 
field.  Some  of  the  reasons  could  be 
classed  as  idealistic;  other  reasons, 
however,  are  very  practical.  Let 
me  suggest  briefly  one  practical 
reason  from  the  point  of  view  of 
administration. 

First  of  all,  it  is  now  clear  that 
the  numbers  of  alcoholics  in  our 
communities  are  so  great  that  a 
complete  network  of  specialized 
treatment  services,  plus  very  active 
A.A.  groups,  cannot  keep  up  with 
the  new  cases  that  are  developing 
each  year. 

In  Ontario,  for  example,  our 
rate  of  alcoholism  is  approximately 
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16  per  1,000  of  adult  population, 
which  means  that  in  our  population 
of  5,000,000  we  have  approxi- 
mately 50,000  cases.  (This,  by  the 
way,  is  a relatively  low  rate  com- 
pared to  the  national  average  of 
approximately  32  per  1,000  in  the 
LJnited  States.)  We  have  estimated 
the  number  of  new  cases  per  year 
in  Ontario  to  be  approximately 
4,000  — that  is,  new  cases  that 
develop  in  a given  year.  Our  special 
treatment  facilities  consist  of  one 
large  and  two  small  out-patient 
clinics  operating  full  time,  plus  one 
special  15 -bed  hospital,  plus  10  beds 
in  general  hospitals.  These  facilities 
will  handle  approximately  1,000 
new  patients  per  year.  Our  total 
expenditure  for  the  treatment  ser- 
vices per  year  is  $160,000.  To 
handle  the  new  cases  that  develop 
in  one  year  we  would  have  to  more 
than  triple  our  facilities  and  staff 
and  increase  our  treatment  budget 
more  than  threefold.  This  would 
still  be  all  right — if  we  were  able 
to  obtain  the  funds — but  money  is 
sometimes  rather  difficult  to  obtain. 

Faced  with  this  realism  and  in 
view  of  our  responsibility  to  work 
toward  a solution  of  the  problem 
the  staff  and  members  of  our 
Foundation  decided  to  change 
somewhat  drastically  the  overall 
policy  in  terms  of  our  approach  to 
the  problem. 

Family  Physician’s  Role 

It  was  clear  that  many  indivi- 
duals, in  addition  to  the  specialists 


in  the  field,  had  to  become  the 
front-line  experts,  the  shock  troops. 
Furthermore,  these  individuals  must 
play  an  active  part  in  the  treat- 
ment of  alcoholics  in  their  com- 
munities. One  of  the  persons  we 
look  to  as  the  front-line  expert  is 
the  general  medical  practitioner, 
the  family  physician.  One  or  more 
general  practitioners  are  in  every 
community.  He  is  the  person  who — 
more  than  anybody  else — is  respon- 
sible for  the  health  of  the  com- 
munity. He  is  therefore  in  an 
excellent  position  to  detect  alcohol- 
ism in  its  early  stages  and  will  also 
have  to  carry  a major  share  of  the 
responsibility  for  education.  Other 
people  to  be  involved  as  active, 
non-specialist  treatment  personnel 
are  social  workers,  clergymen, 
clinical  and  industrial  psychologists, 
industrial  physicians,  personnel 
workers  and  public  health  nurses, 
to  mention  a few.  Before  they  can 
be  expected  to  become  involved  in 
treatment  in  their  various  capaci- 
ties, however,  they  must  be  given 
some  tools.  They  must  be  given 
specific  knowledge — not  limited  to 
a concept  of  alcoholism  as  a dis- 
ease, as  important  basically  as  that 
may  be,  but  definite  treatment  tools 
they  can  put  to  practical  nse  when 
an  alcoholic  comes  to  them  for 
treatment. 

This  requires  an  educational  pro- 
gram; this  requires  a body  of 
knowledge  that  the  educational 
staff  can  transmit;  but  basically  it 
requires  research  to  develop  that 
body  of  knowledge. 
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With  this  administrative  concept 
the  fundamental  job  of  the 
specialist  organization  thus  becomes 
one  of  extensive  and  intensive 
research.  In  our  view,  it  is  the 
job  of  our  organization  to  study 
the  overall  problem,  to  test  old 
treatment  tools  and  develop  new 
ones;  to  develop  the  skills,  the 
understanding  and  knowledge  to  a 
point  where  they  can  be  trans- 
mitted to  the  front-line  experts. 

Integrated  Approach 

As  you  can  imagine,  this  in- 
volves an  integrated  approach  in 
which  research,  education  and 
treatment  are  not  mutually  ex- 
clusive entities  or  departments  but 
activities  that  are  dependent  each 
on  the  other  — with  the  clinical 
staff  treating  the  patient,  the  re- 
searcher studying  how  the  patient 
is  treated  and  the  results  of  the 
treatment,  and  the  educator  trans- 
mitting the  accumulating  know- 
ledge to  the  front  line. 

This  is,  I believe,  one  of  the 
leading  administrative  rationales 
for  research,  and  I believe  it  is 
fundamental  that  research  pro- 
gramming be  pursued  if  we  are 
serious  in  our  intent  to  overcome 
the  problem  of  alcoholism. 

What  are  some  of  the  difficulties 
in  establishing  a research  program 
in  this  field?  Again  they  are  many 
and  varied. 

First  there  is  the  great  lack  of 
personnel  who  are  trained  in 
the  field  of  alcoholism.  There  are 
many  people  who  would  like  to  do 


research  but  few  with  the  basic 
skills  and  orientation  that  are 
essential  if  acceptable  work  is  to  be 
done.  — By  ''acceptable”  I mean 
work  that  will  meet  the  standards 
for  publication  in  a reliable  pro- 
fessional journal. 

Second  is  a lack  of  conviction 
on  the  part  of  many  people  who 
are  active  in  the  field,  concerning 
the  great  need  and  fundamental 
importance  of  research  as  a part 
of  the  basic  program.  Coupled 
with  this  is  the  fundamental  diffi- 
culty of  realizing  that  alcoholism 
is  a very,  very  complex  condition. 
This  is  a difficulty  that  is  very 
great  in  this  field — the  realization 
that  alcoholism  is  more  than  a legal 
problem,  more  than  a social  prob- 
lem, more  than  a psychiatric  prob- 
lem, more  than  a problem  affecting 
the  patient’s  liver  or  some  other 
part  of  the  anatomy.  It  is  difficult 
for  people  to  realize  that  the  causes 
of  this  condition  probably  extend 
considerably  beyond  the  fact  that 
alcohol  is  consumed  in  quantity — 
extend  beyond  depressing  housing 
conditions,  depressed  economic  con- 
ditions, depressed  moral  conditions, 
depressed  social  conditions.  It  is 
difficult  for  people  to  realize  that 
a clinical  program — by  itself — will 
not  solve  the  problem. 

A Deadly  View 

The  singular  view  of  the  cause, 
nature  and  solution  of  this  condi- 
tion is  a most  attractive  concept 
and  is  held  by  many,  many  people. 
At  the  same  time  it  is  a deadly 
view  in  terms  of  progress,  because. 
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when  one  suggests  that  research 
should  be  projected  into  areas  A, 
B,  C and  D or  even  that  research 
should  be  pursued  at  all,  there  are 
many  people  who  laugh  and  state 
that  this  condition  or  that  condi- 
tion is  the  cause  of  alcoholism  and 
all  that  has  to  be  done  is  to  pass 
a law,  or  put  antabuse  tablets  on  a 
mass  distribution  basis,  and  the 
problem  is  solved.  Why  bother 
with  research?  We  know  the 
answer  now.  But  they’re  wrong. 
We  do  not  know  the  answer;  in- 
deed, we  are  merely  beginning  to 
realize  some  of  the  questions  that 
have  to  be  answered. 

Demand  for  Treatment 

A third  difficulty  in  establishing 
a research  program  in  this  field  is 
the  tremendous  need  and  demand 
for  treatment  services.  With  a 
problem  of  epidemic  proportions 
such  as  this  is,  it  is  natural  that 
the  most  pressing  demand  at  the 
community  level  is  for  treatment. 
Under  these  circumstances  it  is 
realistic  that  treatment  services 
have  top  priority. 

Many  clinics  have  started  with  a 
research  orientation,  planning  to 
investigate  the  problem  through  the 
medium  of  treating  patients. 
Whenever  such  a clinic  is  estab- 
lished the  tremendous  pressure  for 
service  usually  circumvents  or  stalls 
completely  any  ideas  the  staff  may 
have  about  research.  There  simply 
isn’t  time  to  give  to  research.  To 
organize  and  develop  a research 
program  it  is  almost  mandatory 
that  special  research  staff  be  en- 


gaged— ^^staff  who  have  no  responsi- 
bilities in  the  field  of  clinical 
treatment. 

This  procedure  is  important  for 
quite  a different  reason  as  well.  It 
is  very,  very  seldom  that  a good 
clinician  is  also  good  at  research — 
or  the  opposite,  that  a good  research 
person  is  also  good  at  treating 
patients.  The  individual  who  com- 
bines both  skills  is  very  rare  indeed. 

No  Overnight  Results 

A fourth  difficulty,  and  perhaps 
most  difficult  of  all,  is  the  fact  that 
research  is  usually  a slow  moving 
and  expensive  part  of  the  program. 
The  results  of  research  are  not 
something  that  can  be  measured  in 
terms  of  value  received  — as  a 
pound  of  butter,  a ton  of  coal  or  a 
good  book.  Research  is  a con- 
tinuum, a search  for  answers  to 
problems,  and  as  such  frequently 
moves  along  paths  that  later  turn 
out  to  be  blind  alleys.  But  even 
when  it  does  so,  it  is  not  money 
wasted.  In  developing  a map,  all 
paths  have  to  be  checked  — some- 
body has  to  go  along  the  paths  that 
turn  out  to  have  dead  ends.  This 
prevents  the  next  person  from 
entering  and  proceeding  along  the 
same  path.  Gradually,  by  this 
process,  the  throughways  are  dis- 
covered, described  and  mapped. 

The  Salk  vaccine  for  poliomye- 
litis was  developed  not  as  the  work 
of  one  man  but  as  the  result  of  the 
work  of  many,  many  people  over 
a period  of  a great  many  years, 
slowly  and  laboriously  eliminating 
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the  blind  streets  and  developing  the 
various  sections  of  the  throughway 
that  was  finally  opened  by  Dr.  Salk. 

We  have  no  Salk  vaccine  in  the 
field  of  alcoholism,  but  the  process 


of  tackling  the  problem  is  the  same. 
— research  and  study  on  the  part 
of  many  individuals,  moving  in 
many  directions  until  finally  we 
have  the  territory  charted  and  the 
throughways  developed. 


Good  Experience  in  Swedish  Hospital 

Dr.  Gustav  Myhrman  in  Svenskxi  Lakartidningen  for  June  10 
advocates  admitting  persons  suffering  from  acute  alcoholism 
to  the  medical  side  of  a general  hospital  on  the  same  footing  as 
persons  suffering  from  any  other  acute  ailment.  He  treated  about 
100  such  patients  in  this  way  in  1944.  To  qualify  for  this  treat- 
ment, the  mental  state  of  these  patients  had  to  be  such  that  they 
could  share  treatment  with  other  patients.  This  meant  the  exclusion 
of  noisy  and  violent  alcoholics.  This  disqualification  was  remark- 
ably rare,  and  the  most  common  type  of  patient  was  characterized 
by  depression,  restlessness,  and  insomnia. 

Suitable  patients  were  treated  during  the  first  few  days  with 
rest,  suitable  sedatives  and  hypnotics.  Preparations  of  vitamin  B 
were  also  given,  and  as  a rule  the  patients  improved  quickly.  After 
a few  days  they  were  encouraged  to  discuss  their  problems  and  to 
regard  alcoholism  as  a disease  rather  than  as  a blameworthy  character 
defect.  Disulfiram  treatment  was  started,  and  its  mode  of  action 
was  explained,  facilities  being  provided  for  a practical  demonstration 
with  alcohol  tests  devised  to  convince  the  patient  himself  of  the 
reactions  provoked.  As  a rule,  these  patients  could  be  discharged 
after  about  eight  days. 

Dr.  Myhrman  states  that  the  more  he  has  practiced  this  mode 
of  treatment,  the  more  he  has  been  encouraged  to  follow  it.  At 
first  he  had  found  his  hospital  staff  inclined  to  regard  alcoholics 
only  as  fitting  subjects  for  police  attention  and  institutions  specially 
devised  for  them,  but  this  negative  attitude  soon  gave  place  to  keen 
appreciation  of  the  merits  of  his  policy  and  wholehearted  cooperation 
from  all  his  subordinates.  In  his  opinion  alcoholism  has  become  so 
widespread  in  Sweden  and  of  such  great  social  importance  that  it 
ranks  with  tuberculosis,  cancer  and  rheumatism  as  a national 
scourge. 

— Journal  of  the  American  Medical  Association^  Sept.  3,  1955. 
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For  your  informalion,  here  is  a list  of  printed 
material  prepared  and  distributed  by  the  Alcohol- 
ism Reseorch  Foundation  with  a view  to  increas- 
ing the  public's  understanding  of  chronic 
alcoholism. 

Reasonable  quantities  of  these  publicotions  are 
available  on  request  from  the  Library,  Alcoholism 
Research  Foundation,  9 Bedford  Rood,  Toronto  5. 


ALCOHOLISM  IN  ONTARIO  (A  survey  of  an  Ontario  county, 
by  Robert  J.  Gibbins,  M.A.,  reprinted  from  The  Quarterly 
Journal  of  Studies  on  Alcohol.) 

ALCOHOLISM  RESEARCH  FOUNDATION  (A  report  on  the 
Ontario  program  for  the  control  of  alcoholism,  by  H. 
David  Archibald,  M.S.W.,  reprinted  from  The  Quarterly 
Journal  of  Studies  on  Alcohol.) 

ALCOHOLICS  IN  THE  GENERAL  HOSPITAL  (An  account  of 
the  handling  of  Foundation  patients  in  St.  Michael's  Hos- 
pital, Toronto,  by  W.  E.  Hall,  M.D.,  reprinted  from  Alco- 
holism Research.) 

ALCOHOLISM  — WHAT,  WHO,  WHY  (An  introductory 
pamphlet.) 

CHRONIC  ALCOHOLISM  AND  ALCOHOL  ADDICTION  (A 
survey  of  current  literature  published  in  a 57-page,  hard- 
cover book,  by  Robert  J.  Gibbins,  M.A.) 

DO'S  AND  DON'T's  FOR  THE  WIVES  OF  ALCOHOLICS  (A 
booklet  based  on  an  article  published  in  Inventory  by  the 
North  Carolina  Alcoholism  Rehabilitation  Program.) 

EVERYBODY  HAS  TROUBLES  (An  introductory  pamphlet.) 

HOW  MANY  ALCOHOLICS  IN  YOUR  FIRM?  (A  report  on 
alcoholism  in  industry,  by  H.  David  Archibald,  M.S.W., 
reprinted  from  The  Financial  Post.) 
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INDUSTRY  CAN  CUT  ITS  LOSSES  (A  report  on  alcoholism  in 
industry,  by  Robert  R.  Robinson,  reprinted  from  The  Can- 
adian Personnel  and  Industrial  Relations  Journal.) 

LET'S  TAKE  A LOOK  AT  ALCOHOLISM  (A  booklet  illustrat- 
ing treatment  available  through  the  Alcoholism  Research 
Foundation.) 

LIVER  FUNCTION  STUDIES  ON  ALCOHOLICS  (A  reprint 
from  The  Canadian  Medical  Association  Journal  report- 
ing studies  by  G.  L.  McBroom,  M.D.  and  H.  Ward  Smith, 
Ph.D.) 

P.R.  AND  P.D.  (A  folder  suggesting  the  relationship  between  a 
company's  public  relations  and  its  problem  drinking  em- 
ployees, including  reprints  from  Marketing.) 

STATISTICAL  REPORT  RELATING  TO  ALCOHOLISM  AND 
THE  USE  OF  ALCOHOLIC  BEVERAGES  IN  CANADA  (A 
17-page  report,  by  Robert  E.  Popham,  M.A.,  reprinted 
from  The  International  Journal  on  Alcohol  and  Alco- 
holism.) 

THIRTEEN  STEPS  TO  ALCOHOLISM  (A  16-page  booklet  de- 
scribing the  development  of  chronic  alcoholism,  based  on 
an  article  by  Morris  T.  Weeks,  Jr.) 

TOMMY  THE  TIPSY  TABBY  (A  cartoon  booklet  describing  the 
effects  of  alcohol  as  experimentally  studied  by  Jules 
Masserman,  M.D.,  adapted  in  light  vein  by  Robert  R. 
Robinson.) 

WHAT  THE  G.P.  CAN  DO  ABOUT  ALCOHOLISM  (A  folder 
describing  how  the  general  practitioner  can  deal  with  al- 
coholic patients,  reprinted  by  permission  of  the  National 
Committee  on  Alcoholism.) 

YOU  WERE  ASKING  (A  folder  of  brief  questions  and  answers 
about  alcoholism  and  its  treatment  in  the  Alcoholism 
Research  Foundation's  clinics.) 
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This  periodical  is  published  five  times  a year 
in  the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Each  issue  contains  pertinent,  factual  Infor- 
mation selected  primarily  because  of  its  interest 
to  those  who  are  called  upon  to  deal  with  alcohol- 
ism professionally.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  information 
about  some  aspect  of  alcoholism,  you  are  Invited 
to  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontario. 
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Drug  For  Acutely  Agitated  Alcoholics 

Chlorpromazine  Has  Remarkable  Calming  Effect 
Helps  Patients  Overcome  Shakes  ” and  Nausea 


HOW  to  manage  the  acutely 
agitated  alcoholic  when  he 
first  appears  at  the  hospital  after 
a bout  is  still  a subject  of  study 
and  experiment.  The  newest  drug 
on  trial  for  this  purpose  is  chlor- 
promazine. (Commercial  names  are 
Largactil,  Thorazine,  4560-R.P., 
Compound  2601-A.) 

From  the  District  of  Columbia 
General  Hospital,  J.  D.  Schultz 
and  his  colleagues  have  reported 
the  results  of  treating  164  newly 
admitted  alcoholics  with  chlorpro- 


mazine. Their  patients,  among  them 
23  women,  were  selected  routinely 
from  all  alcoholic  admissions.  They 
included  88  classified  as  having 
an  ‘ 'acute  brain  syndrome,  alcohol 
intoxication,**  43  diagnosed  "al- 
cohol intoxication  with  psycho- 
motor agitation,**  and  25  cases  of 
delirium  tremens. 

Varying  Dosage 
The  total  dosage  of  chlorproma- 
zine varied  with  the  severity  of 
the  illness.  A standard  dose  of  100 
mg.  was  given  usually  by  intra- 
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muscular  injection.  This  was  fol- 
lowed by  50  mg.  three  times  a day 
by  mouth  until  the  symptoms  sub- 
sided. In  severely  disturbed  patients 
the  original  injection  of  100  mg. 
was  given  by  vein  and  later  doses 
were  increased  to  75  or  100  mg. 
each.  The  total  dosage  per  patient 
ranged  from  100  to  nearly  3,000 
mg.  over  a period  of  one  to  six 
days.  In  addition  to  chlorpromazine 
the  patients  received  large  amounts 
of  fluids  by  mouth. 

Calming  Effect 

The  calming  effect  of  the  drug 
was  remarkable.  All  but  a very  few 
patients  went  to  sleep  within  30 
minutes  after  chlorpromazine  was 
first  injected,  or  within  an  hour  if 
given  by  mouth.  Sleep  lasted  three 
to  eight  hours.  The  drug  did  not 
act  like  a hypnotic,  however.  Thus 
the  patients  could  be  easily  aroused 
whenever  the  need  arose,  and  they 
would  quickly  fall  asleep  again 
when  left  alone.  Only  a few  pa- 
tients — the  most  severely  disturb- 
ed — did  not  go  to  sleep  promptly, 
and  in  three  of  the  patients  with 
delirium  tremens  the  drug  failed 
altogether  to  produce  sleep. 

Another  striking  action  of  chlor- 
promazine was  the  settling  of  the 


6 

6 

6 


*^The  mature  citizen  i$  one  9 
who  finds  his  individuality,  ex- 
presses it,  delights  in  it,  in  per-  ^ 
forming  services  which  are  con- 
tributing, necessary,  and  accept- 
able to  society.  This  is  the  goal  9 
of  any  psychiatrist  in  his  prac- 


tice.** 9 

— Kenneth  E.  Appel,  M.D. 


digestive  system.  Even  patients  who 
had  been  vomiting  almost  continu- 
ously were  soon  able  to  retain  light 
foods  and  fluids.  They  could  eat 
well  usually  within  24  hours. 

Finally,  chlorpromazine  had  a 
direct  and  unmistakable  effect  on 
the  '^shakes’*  — tremors,  over- 
activity and  restlessness.  These 
signs  would  return  if  the  drug  was 
discontinued  too  soon  and  could 
again  be  relieved  by  additional 
doses  of  chlorpromazine.  The 
patients'  feeling  of  anxiety,  how- 
ever, was  not  always  controlled  by 
the  drug.  Though  outwardly  calm, 
some  of  them  complained  of  feel- 
ing ^’nervous”  inside.  A few  felt 
so  uneasy  that  they  begged  for 
some  sort  of  ''knock-out"  medicine. 
Some  of  those  with  delirium 
tremens  continued  to  show  mental 
symptoms  in  spite  of  the  fact  that 
their  bodily  trembling  had  stopped. 
It  was  particularly  after  the  first 
48  hours  that  the  lack  of  subjective 
relief  from  anxiety  in  a number  of 
these  alcoholic  patients  became 
evident. 

Side  Effects  Noted 

Several  side  effects  of  chlorprom- 
azine were  observed,  including 
dizziness,  dryness  of  the  mucous 
membranes,  weakness,  faintness, 
flushing  and  palpitations.  In  no 
case,  however,  were  the  symptoms 
alarming.  In  part,  these  effects 
were  thought  to  be  secondary  to 
the  drop  in  blood  pressure  which 
fairly  commonly  followed  the  ad- 
ministration of  the  drug.  In  three 
patients  the  blood  pressure  dropped 


severely  after  chlorpromazine  was 
injected  by  vein.  Schultz  and  his 
associates  recommended  therefore 
that  the  patients  should  be  watched 
closely,  particularly  after  large 
doses,  and  kept  in  a recumbent 
position. 

In  reporting  on  an  earlier  series 
of  64  patients  from  the  same  hos- 
pital, S.  N.  Albert  and  his  collea- 
gues noted  that  the  course  of  treat- 
ment, which  took  one  to  four  days, 
was  not  shortened  by  the  use  of 
chlorpromazine.  The  value  of  the 
drug  lies  in  affording  easier  man- 
agement of  the  acutely  ill  alcoholic 
patient,  without  creating  nervous 
system  depression  through  large 
doses  of  sedatives.  They  observed, 
also,  that  chlorpromazine  does  not 
combine  with  alcohol  — as  bar- 
biturates may  — - to  increase  the 
depression  of  the  nervous  system. 

Barbiturates  Compared 

E.  H.  Mitchell  has  compared  the 
results  of  treatment  in  two  groups 
of  alcoholics  in  a private  sanita- 
rium. Of  306  patients  (some  of 
them  admitted  more  than  once) 
156  received  chlorpromazine  and 
150  barbiturates.  All  were  given  an 
infusion  of  glucose  in  saline,  with 
added  vitamins,  when  first  ad- 
mitted. The  one  group  then  re- 
ceived an  intra-muscular  injection 
of  50  mg.  of  chlorpromazine, 
followed  by  between  50  and  100 
mg.  of  the  drug  by  mouth  every 
4 hours.  The  other  group  received 
250  mg.  of  secobarbital  by  vein 
followed  by  60  mg.  of  butobarbital, 
and  1.5  g.  of  mephenesin  by  mouth 
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the  endy  what  we  are 
looking  for  are  better  teachers, 
better  doctors,  better  foremen, 
better  administrators  — people 
who  can  enrich  their  technical 
skills  by  attaining  a desirable 
standard  of  performance  in  the 
field  of  human  relations  . . . .” 

— Dr.  fules  V.  Coleman. 
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every  three  hours  until  bedtime. 

The  outstanding  difference  in 
the  two  groups  was  in  the  character 
of  the  sedation  which  ensued.  The 
patients  who  received  chlorprom- 
azine soon  became  quiet  and 
dropped  off  to  sleep,  but  could  be 
easily  aroused.  They  became  more 
amenable  to  suggestion;  they 
seemed  to  be  aware  of  their  en- 
vironment but  too  relaxed  and 
lethargic  to  react  to  it.  Some  heavy 
smokers  were  seen  ignoring  their 
cigarettes  for  several  hours.  Nausea 
and  vomiting  were  stopped  within 
45  or  60  minutes.  In  all  cases  of 
acute  gastritis  relief  from  pain  was 
achieved  in  a short  time.  The 
patients  treated  with  barbiturates 
obtained  less  relief  from  these 
symptoms.  It  took  between  18  and 
24  hours  longer  for  them  to  become 
able  to  eat  than  for  those  who 
received  chlorpromazine. 

Tolerance  Noted 

Mitchell  noticed  that  after  24  to 
36  hours  the  initially  marked 
drowsiness  from  chlorpromazine 
decreased,  even  though  the  patients 
continued  to  take  the  same  dose 
of  the  drug.  He  therefore  suspects 
that  tolerance  to  chlorpromazine 
develops  after  the  first  day  or  two. 


In  contrast  to  the  experience  of 
Albert  and  his  associates  at  the 
District  of  Columbia  Hospital, 

Mitchell’s  patients  who  received 
chlorpromazine  left  the  sanitarium 
a little  sooner  than  those  treated 
with  barbital.  This  he  ascribes  to 
their  ability  to  retain  food  earlier. 

The  usual  average  stay  here,  how- 
ever, was  originally  somewhat 
longer  than  at  the  general  hospital. 

Convulsions  Occurred 

Again  in  contrast  to  the  experience 
at  the  District  of  Columbia  Hos- 
pital, Mitchell  reports  that  convul- 
sions occurred  in  three  of  the 
patients  treated  with  chlorprom- 
azine, against  none  in  the  barbital 
group,  and  that  these  three  devel- 
oped delirium  tremens.  He  there- 
fore recommends  giving  small  doses 
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of  barbiturates  to  patients  with 
convulsions  and  to  those  on  the 
verge  of  delirium  tremens. 

A severe  drop  in  blood  pressure 
occurred  in  seven  of  Mitchell’s 
patients.  Reduction  of  the  four-hour 
dose  of  chlorpromazine  from  100 
to  25  or  50  mg.  afforded  complete 
control  of  this  effect.  One  patient 
with  heart  failure  and  liver  cir- 
rhosis died  two  days  after  admis- 
sion. Other  patients  with  damaged 
livers,  however,  displayed  no  un- 
toward side  effects  from  chlorprom- 
azine. Mitchell  concludes  that 
chlorpromazine  is  a useful  adjunct 
in  the  treatment  of  post-intoxica- 
tion states  in  alcoholics.  In  his  ex- 
perience it  provided  effective 
sedation  in  85  per  cent  of  the 
patients,  it  simplified  nursing  care 
and  shortened  the  hospital  stay. 


Much  Unexplored  Territory  In  Alcoholism 

Drinking  Customs  and  Attitudes  Need  Study 
As  Well  as  Causes  and  Treatment  of  Illness 

By  H.  David  Archibald,  MS.W. 

Executive  Director,  Alcoholism  Research  Foundation 


Like  other  public  health  per- 
sonnel, we  in  this  field  are 
interested  in  the  diagnosis  and 
treatment  of  patients  in  early 
stages  of  their  illness  before  they 
develop  the  devastating  conditions 
associated  with  alcoholism  in  its 


advanced  form.  To  do  this  we 
must  be  interested  in  studying  and 
defining  as  precisely  as  possible  the 
psychological,  physical  and  social 
conditions  that  contribute  to  the 
development  of  the  illness.  In 
terms  of  social  factors,  we  must 


attempt  to  identify  the  drinking 
patterns  that  are  relatively  safe 
(and  apparently  the  drinking  pat- 
terns of  about  95  per  cent  of  the 
drinking  population  are  relatively 
safe  in  terms  of  alcoholism).  We 
must  attempt  to  differentiate  be- 
tween the  drinking  patterns  that 
are  safe  and  those  patterns  that  are 
liable  to  lead  to  the  development  of 
an  abnormal  dependence  on  alcohol. 
To  be  able  to  clearly  define  the  ab- 
normal in  its  entirety,  we  must  also 
define  the  normal.  Basic  to  this 
understanding  is  a study  of  the 
customs,  attitudes  and  practices  in 
relation  to — not  only  the  misuse — 
but  also  the  use  of  alcoholic 
beverages. 

Please  do  not  misunderstand  me. 
I am  not  suggesting  that  sides  are 
to  be  taken  in  the  ageless  question 
— to  drink  or  not  to  drink.  I do 
suggest,  however,  that  the  question 
of  the  use  as  well  as  the  misuse  of 
alcohol  should  be  raised  to  a scien- 
tific plane  and  studied  objectively 
with  a view  to  developing  some 
knowledge  and  understanding. 

Study  of  Attitudes 

One  of  the  major  areas  in  need 
of  close  examination  is  that  con- 
cerned with  attitudes  towards 
drinking,  towards  alcohol  and  to- 
wards the  alcoholic.  We  are  badly 
in  need  of  data  concerning  the 
normal,  social,  everyday  use  of 
alcoholic  beverages  in  our  own 
society. 

A major  step  in  this  direction 
was  taken  at  Yale  in  the  college 
drinking  survey. 


The  importance  of  this  type  of 
research  can  be  illustrated  in  a 
number  of  ways.  As  Dr.  Jellinek 
once  expressed  it — "We  speak  about 
education  to  change  the  attitudes 
of  our  people  towards  alcoholism 
and  drinking,  but  we  have  yet  to 
define  the  attitudes  we  are  trying 
to  change.” 

Studies  in  the  area  of  drinking 
customs  would  seem  to  be  tremen- 
dously important  as  instruments 
whereby  we  may  move  towards 
prevention. 

Variety  of  Customs 

What  are  the  American  customs 
in  terms  of  the  normal  use  of 
alcohol  beverages?  I say  customs 
because  I suspect  that  there  is  no 
cultural  pattern  per  se  as  you  find 
in  Italy  or  perhaps  Spain.  Rather 
I would  suspect  that  we  will  even- 
tually identify  and  describe  a great 
variety  of  customs.  Some  of  them 
may  be  peculiar  to  a certain 
political  boundary — such  as  Cali- 
fornia, or  Florida,  or  Connecticut, 
or  Ontario,  or  British  Columbia  or 
Saskatchewan.  Some  of  them  will 
be  peculiar  to  sub-cultures  within 
our  countries. 

If  we  think  in  terms  of  preven- 
tion it  is  important  to  be  able  to 
identify  precisely — normal  drinking 
patterns,  almost  normal  drinking 
patterns,  almost  abnormal  drinking 
patterns,  and  abnormal  drinking 
patterns.  We  have  to  develop  a 
composite  picture  of  the  whole 
gamut.  To  identify  the  various 
degrees  of  abnormality  we  have  to 
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identify  the  various  degrees  of 
normality. 

Research  such  as  this  will  not  be 
done  in  one  massive  research  pro- 
ject. It  will  be  done  by  many, 
many  smaller  projects  undertaken 
in  A,  B,  C counties,  or  in  X,  Y, 
Z cities.  This  type  of  work — 
undertaken  by  different  groups  in 
different  parts  of  the  country — will 
supply  the  parts  that  are  necessary 
before  the  total  map  can  be  drawn. 

Legal  Controls 

Another  area  that  deserves  con- 
siderable research  attention  is  an 
examination  of  the  effectiveness  of 
various  methods  of  legal  control  as 
a deterrent  to  problem  drinking 
and  alcoholism.  This  is  a study  of 
the  old  but  ever-recurring  problem 
of  the  imposition  of  external  con- 
trols to  contain  internal  discipline 
— a problem  as  old  as  history  it- 
self. 

I believe,  however,  that  we  ought 
not  to  regard  legal  methods  of 
control  too  lightly — ^until  at  least 
proper  research  may  be  undertaken 
to  study  this  area.  It  would  be 
particularly  important  to  study  the 
situation  in  any  state,  province  or 
country  where  a change  in  legisla- 
tion has  been  effected. 

It  is  known,  for  example,  that 
the  per  capita  consumption  of 
alcohol — and  at  the  same  time  the 
incidence  of  alcoholism — ^has  de- 
creased considerably  in  England 
from  1900  onward.  It  has  been 
suggested  that  this  drop  was  due 
to  four  factors:  decreased  hours  of 
sale,  increased  taxation,  counter 


attractions  such  as  increased  recrea- 
tional facilities,  substitution  by 
tobacco. 

One  interesting  point  to  note  is 
that  a considerable  drop  in  con- 
sumption of  alcoholic  beverages 
occurred  recently.  This  was  ap- 
parently caused  by  a law  that  had 
nothing  to  do  with  alcohol — that 
is,  a cigarette  tax.  Following  the 
imposition  of  a heavy  tax  on  cigar- 
ettes, to  everybody’s  surprise  the 
per  capita  consumption  of  alcohol 
decreased  but  the  consumption  of 
cigarettes  was  not  affected.  Appar- 
ently moderate  smokers  would  not 
give  up  their  "addiction” — whereas 
moderate  drinkers  were  not  quite 
so  concerned  with  their  particular 
custom  when  it  came  to  balancing 
the  family  budget. 

All  this,  of  course,  does  indi- 
cate the  need  for  more  and  more 
research  in  this  area. 

Treatment  Techniques 

Another  major  area  for  research 
is  in  clinical  management  of  the 
problem.  In  a recent  international 
research  conference  held  in  Toronto 
it  was  interesting  too  that  many 
techniques  — according  to  those 
reporting  — were  remarkably  suc- 
cessful, particularly  when  applied 
by  the  originator  of  the  method. 

Treatment  techniques  ranged 
from  the  use  of  apo-morphine  as 
practised  and  promoted  in  England 
— through  Antabuse — to  the  full- 
scale  multi-phasic  clinical  process. 

It  was  generally  agreed  that  a 
medically  oriented  clinic  working 
closely  with  Alcoholics  Anonymous 


seemed  to  offer  the  optimum 
opportunity  for  success — in  this 
country  at  least. 

The  positive  results  reported, 
following  the  use  of  different 
treatment  techniques,  raise  such 
questions  as  these: 

Was  each  type  of  treatment 
applied  to  different  sections  of 
the  alcoholic  population? 

Were  the  results  due  to  some- 
thing intrinsic  in  the  particular 
treatment — or  perhaps  due  to 
the  very  fact  of  treatment  itself, 
i.e.,  in  the  sympathetic  attempt 
to  do  something  positive  about 
the  problem? 

What  is  the  relationship  between 
therapeutic  success  or  failure  and 
the  personality  of  the  therapist? 

Need  Far  Follow-Up 

In  the  area  of  clinical  manage- 
ment we  are  in  great  need  of 
follow-up  studies  to  measure  the 
results  of  various  types  of  clinical 
treatment.  Very  clear,  too,  is  the 
need  to  develop  some  standard 
method  of  follow-up  and  some 
standard  method  of  classifying 
results  so  that  we  may  have  com- 
parisons between  various  treatment 
services. 

Perhaps  a more  basic  need  is  for 
a critical  evaluation  of  treatment 
methods  in  relation  to  various  types 
of  patients  and  various  types  of 
conditions  presented  in  terms  of 
degrees  of  dependence  upon  alcohol, 
personality  diagnosis,  social  diag- 
nosis, physical  diagnosis,  etc.  Such 
research,  by  the  way,  is  completely 
dependent  upon  an  adequate  system 


for  maintaining  clinical  case  re- 
cords which  include  not  only 
details  of  the  presenting  condition 
but  details  of  past  performance 
prior  to  entering  treatment. 

Many  Unanswered  Questions 

There  are  many  unanswered 
and  perhaps  unanswerable  questions 
in  the  area  of  education. 

For  example,  just  how  effective 
are  the  various  educational  tech- 
niques currently  in  use  in  terms  of 
changing  public  opinion  and 
attitudes  towards  the  alcoholic? 
Are  the  standard  commercial 
propaganda  techniques  effective  in 
this  field? 

What  are  the  various  effects  of 
various  media — movies,  propaganda 
literature,  radio  programs  public 
addresses,  discussion  groups  in 
changing  people’s  attitudes? 

Many  Small  Studies 

As  I have  suggested,  the  answers 
to  these  and  the  many  other  un- 
knowns in  this  field  will  come 
through  careful,  concentrated  ob- 
servation and  study.  They  will  not 
be  provided  in  the  main  by  large- 
scale  research  programs  but  by 
small,  sometimes  isolated  studies 
conducted  by  individuals  operating 
on  a minimal  budget  but  who  have 
inquiring  minds  and  are  trained  in 
the  methods  of  observation  and 
research.  The  answers  when  de- 
veloped can  then  be  woven  into 
the  total  fabric. 

To  suggest  that  we  don’t  know 
anything  about  alcoholism  is  not  a 
useful  concept;  it  is  in  fact  des- 


cr active — almost  as  destructive  as 
to  suggest  that  we  know  all  we 
need  to  know.  There  are  a lot  of 
facts  that  we  do  know,  however — 
facts  produced  by  the  group  at 
Yale,  in  Canada  by  the  Alcoholism 
Research  Foundation,  and  else- 
where. The  knowledge  that  we 


have  to  date  has  been  in  the  main 
produced  in  the  last  20  years  or  so. 

I think  we  should  keep  in  mind 
that  we  still  have  a long  road  to 
travel — that  we  do  not  know  even 
one  hundredth  of  what  we  need  to 
know — but  that  the  answers  will 
come — I hope,  reasonably  soon. 


What  Makes  A. A.  Work? 

What  makes  Alcoholics  Anonymous  so  effective?  It  may  be 
many  things.  It  may  be  the  threefold  manner  in  which  A.A.  attacks 
this  three  fold  problem.  It  may  be  the  twelve  steps  or  the  twelve 
traditions. 

It  may  be  the  Big  Book  written  by  Dr.  Bob  and  Bill  W.,  the 
co-founders  of  the  A.A.  program,  or  the  short  meaningful  mottos 
that  hang  on  the  clubroom  walls.  It  may  be  the  Serenity  Prayer 
that  opens  the  meeting,  or  the  Lord’s  Prayer  that  marks  its  close. 
It  may  be  the  group  therapy  that  makes  strangers  friends,  critics 
kind  and  drunks  sober.  It  may  be  the  innumerable  virtues  that  the 
program  requires  its  members  to  live.  It  may  be  the  information, 
the  education,  the  program  provides.  It  may  be  the  sociability,  the 
mutual  understanding,  the  rapport  the  members  develop.  It  may  be 
any  or  all  of  these  things. 

But  were  I asked  to  select  the  one  thing  after  the  grace  of 
God,  the  one  plan  that  helps  the  A.A.  member  to  obtain  and 
maintain  a happy  sobriety,  one  part  of  the  A.A.  program  that  is 
more  important  than  any  other,  I would  say  it  is  the  very  ancient 
Christian  custom  of  living  one  day  at  a time.  *‘Be  not  solicitous 
for  tomorrow;  for  the  morrow  will  be  solicitous  for  itself.”  Yester- 
day is  gone,  and  cannot  be  undone.  Tomorrow  is  an  uncertainty. 
Thereupon,  today  is  the  only  important  day.  Let’s  live  it  well  and 
sober.  So  teaches  A.A. 

— Vather  Frederick  G.  Lawrence 


Parents  Seek  Ways  To  Prevent  Alcoholism 

Hope  Seen  in  Sound,  Loving  Family  Life 
Plus  Factual  Information  About  Alcohol 

By  Robert  R.  Robinson 

Director  of  Education,  Alcoholism  Research  Foundation 


????????????????? 

? '7,  along  with  dozens  of  other  parents  in  Preston,  have  a teen-  ? 
7 age  son  who  will  eventually  be  faced  with  the  question:  ^To  ^ 
^ drink  or  not  to  drink 

^ *^What  can  we  do  to  teach  our  children  temperance,  if  not  total  ? 

* abstinence?  ? 

• ^7j  this  dabbling  with  liquor  a passing  phase  which  they  will  7 
7 outgrow? 

7 *^ls  it  better  to  serve  liquor  openly  at  home,  or  should  it  be 
reserved  strictly  for  adult  parties?  ? 

? 7 

^^These  are  a few  of  the  questions  that  trouble  us.  We  don*t  • 

? want  to  know  what  to  do  with  a problem  drinker  so  much  as  to  ? 
7 prevent  problem  drinking, ,,,”  9 

7???  77?77?7  7 ???  ?? 


Those  are  good,  down-to- 
earth  questions;  and  they 
might  have  come  from  any 
thoughtful  mother  or  father  in 
the  province  of  Ontario.  The  fact 
is  they  made  up  part  of  a letter 
received  recently  by  the  educa- 
tion department  of  the  Founda- 
tion from  a mother  in  Preston, 
Ontario.  They  are  not  easy  to  an- 
swer, but  they  cannot  be  evaded. 
What  guidance  can  we  give 


our  youngsters  in  the  matter  of 
alcohol? 

The  Alcoholism  Research 
Foundation  has  a direct  responsi- 
bility in  helping  parents  face  this 
question,  for  one  of  its  functions 
is  stated  in  its  act  of  legislation 
like  this:  "To  conduct,  direct  and 
promote  programs  for  dissemina- 
tion of  information  respecting  the 
recognition,  prevention  and  treat- 
ment of  alcoholism."  And  one 
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cannot  ^disseminate  information 
respecting  the  prevention  of  al- 
coholism” without  coming  face  to 
face  with  this  question  of  the  for- 
mation of  drinking  habits  by  young 
people. 

Related  Problems 

If  youngsters  never  learn  to 
drink  beverage  alcohol  they  can- 
not very  well  become  alcoholics 
— ^whatever  else  they  may  become 
as  a result  of  the  same  emotional 
immaturity  and  personality  de- 
fects which  might  have  led  them 
into  alcoholism  had  they  dis- 
covered the  anaesthetic  effects  of 
alcohol.  Research  has  indicated 
that  problems  of  drug  addiction 
and  obesity  may  have  the  same 
psychological  roots  as  does  prob- 
lem drinking  and  that  these  other 
addictions  can  be  treated  by 
methods  similar  to  those  used 
effectively  with  alcoholic  patients. 
In  our  society,  however,  the 
chances  are  that  every  young 
person  will,  quite  early  in  life,  be 
faced  with  the  question,  ”To 
drink  or  not  to  drink  After  all, 
the  majority  of  adult  Canadians 
do  use  alcoholic  beverages  to 
some  extent  — 76  per  cent  of 
Canadian  men  say  they  do  and 
64  per  cent  of  Canadian  women. 

Our  social  customs  being  what 
they  are,  then,  it  is  highly  un- 
likely that  any  young  Canadian 
will  go  through  his  or  her  late 
teen  years  without  having  some- 
one profer  a strong  drink— 
profer  and,  indeed,  urge  with 
some  pressure  that  it  be  accepted. 


When  this  happens,  it  is  to  be 
hoped  that  the  boy  or  girl  will 
know  what  alcohol  is  and  how  it 
may  affect  subsequent  behavior. 
This  knowledge,  which  can  rest 
firmly  on  indisputable  fact,  is  one 
vital  line  of  defence  against  the 
formation  of  dangerous  drinking 
habits. 

Available  Booklet 

The  Foundation  recently  pub- 
lished a small  booklet  designed 
to  put  across  some  of  these  rele- 
vant facts  in  a simple,  under- 
standable way.  ”Tommy,  The 
Tipsy  Tabby”,  as  it  is  called,  ran 
through  its  first  printing  in  a 
month,  and  public  demand — 
from  teachers,  physicians,  par- 
ents, clergy  and  other  interested 
persons — is  still  increasing.  Treat- 
ed lightly,  even  whimsically,  with 
many  cartoons  and  few  words, 
the  information  contained  in  this 
booklet  is  scientifically  valid, 
being  based  on  a series  of  experi- 
ments conducted  by  Jules  Masser- 
man,  M.D.,  professor  of  neur- 
ology and  psychiatry  at  North- 
western University,  Chicago. 
Copies  of  ”Tommy,  The  Tipsy 
Tabby”  are  available  from  the 
Foundation  on  request. 

Starting  Point  Only 

The  facts  about  alcohol  and  its 
effects  are  available,  then,  in 
digestible  form;  and  this  is  a 
starting  point  for  the  perplexed 
parent.  But  this  is  only  a be- 
ginning. What  about  the  other 
questions  that  arise  in  those  76 
per  cent  of  Canadian  homes 
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where  one  or  both  parents  take  a 
drink  socially?  Should  liquor, 
beer,  or  wine  be  kept  in  the 
home?  Should  it  be  kept  locked? 
Should  it  be  used  by  parents  and 
their  friends  in  the  presence  of 
the  children?  Should  the  children 
themselves  be  allowed  a taste,  or 
a glass,  and  at  what  age?  There 
are  scores  of  pertinent  questions 
that  can  arise  in  the  home  drink- 
ing situation;  and  there  have 
been  few  generally  acceptable 
guideposts.  Most  parents  have 
worried  their  way  through,  res- 
ponding on  the  one  hand  to 
common  sense  and  on  the  other 
to  various  degrees  and  directions 
of  social  pressure.  That  the  re- 
sults have  not  been  uniformly 
happy  is  suggested  by  the  pre- 
valence of  chronic  alcoholism  in 
Ontario— a backlog  of  50,000 
cases,  and  the  development  of 
approximately  4,000  new  cases 
every  year.  (By  conservative 
estimate,  there  are  in  the  neigh- 
borhood of  150,000  alcoholics  in 
Canada.) 

No  Single  Cause 
This  is  not  to  suggest  that 
problem  drinking  develops 
simply  because  parents  may  have 
been  unwise  in  their  handling  of 
the  drinking  question  at  home. 
There  is  no  one  simple  cause  of 
this  exceptionally  complex  phy- 
sical-psychological-social disorder. 
But  since  all  problem  drinkers 
must  for  a time,  at  least  at  the 
start  of  their  drinking  experience, 
have  been  social  drinkers,  then 


^ Thinking  about  sense -ob]ect$  ^ 

Will  attach  you  to  sense-objects; 

Grow  attached,  and  you  become 
* addicted;  ^ 

Thwart  your  addiction,  it  turns 
4 to  anger;  9 

Be  angry,  and  you  confuse  your 
^ mind;  ^ 

Confuse  your  mind,  you  forget 
the  lesson  of  experience; 

^ Forget  experience,  you  lose  dk-  ^ 
crimination; 

4 Lose  discrimination,  and  you  9 
miss  lifers  only  purpose, 

— Bhagavad-Gita, 

the  factors  which  contribute  to 
their  notion  of  what  constitutes 
social  drinking  are  of  unquestion- 
able importance.  These  concepts 
of  what  is  socially  acceptable 
drinking  behavior  vary  from  one 
group  to  another  in  our  Canadian 
population,  just  as  they  vary 
markedly  from  one  country  to 
another  throughout  the  world. 

Anthropologists  and  others  who 
study  patterns  of  social  behavior 
are  inclined  to  think  that  customs 
and  attitudes  in  a given  culture 
have  an  important  effect  upon 
the  high  or  low  prevalence  of 
chronic  alcoholism  noted  there. 
For  example,  it  has  been  pointed 
out  that  Italy  scores  very  high 
among  nations  on  per  capita  con- 
sumption of  beverage  alcohol  and 
yet  has  the  lowest  known  rate  of 
alcoholism  in  the  world.  France, 
on  the  other  hand,  has  the 
highest  rate  of  alcoholism  and 
also  a very  high  per  capita  con- 
sumption figure.  Canada’s  per 


capita  consumption  of  alcohol  is 
not  much  lower  than  that  of  the 
U.S.,  and  yet  our  alcoholism  rate 
is  less  than  half  what  it  is  south 
of  the  border.  Alcoholism  is 
rarely  seen  among  orthodox 
members  of  the  Jewish  faith  in 
North  American  culture;  and  yet 
according  to  Dr.  E.  M.  Jellinek, 
consultant  on  alcoholism  for  the 
World  Health  Organization,  some 
orthodox  Jews  in  other  parts  of 
the  world  do  develop  alcohol 
addiction. 

No  Conclusions  Yet 
Such  cultural  facts  as  noted 
above  can  lead  to  all  kinds  of 
speculation  on  the  part  of  sociolo- 
gists, anthropologists,  and  just 
plain  folk.  The  information  is 
as  yet  too  sparse,  and  alcohol 
addiction  is  too  complex  in  its 
beginnings,  to  make  clear-cut  con- 
clusions possible.  There  is,  how- 
ever, enough  known  to  warn  us 
all  that  the  way  we  use  alcohol 
and  the  regard  in  which  we  hold 
it  have  a determining  effect  on 
the  values  our  young  people 
ascribe  to  it  and  consequently 
upon  what  they  do  with  it. 
^‘Drink  Like  A Man’’ 

One  example  of  this  kind  of 
influence  in  different  groups  of 
people  might  be  found  in  the 
phrase  **Drink  like  a man.”  In 
Canada,  among  some  groups,  this 
phrase  very  often  seems  to  refer 
to  the  ability  of  an  individual  to 
drink  a great  deal  of  alcohol — so, 
presumably,  the  more  a lad  can 
drink  (regardless  of  how  it  may 


affect  him),  the  more  ”like  a man” 
he  believes  himself  to  be.  In  Italy, 
where  the  whole  family  partakes 
of  wine  from  the  earliest  ages,  a 
toddler  may  be  offered  as  much 
wine  as  he  wishes,  and  if  he  gets 
drunk  he  is  mocked  at  and  told 
that  to  be  drunk  is  to  behave  like 
an  infant.  Whereas  we  tend  to 
put  a premium,  grown-up  value 
on  drunkenness  or  a near  ap- 
proach to  it  and  to  make  an 
occasion  of  "getting  high”,  the 
Italian  family  in  Italy  treats  wine 
as  part  of  the  regular  mealtime 
pattern  and  disapproves  of  in- 
toxication. (Research  has  shown 
that  a distinction  has  to  be  made 
between  Italian  drinking  customs 
at  home  in  Italy  and  the  pattern 
which  evolves  in  second  and  third 
generation  Italian  families  in  the 
United  States.  The  latter  tend  to 
adopt  American  drinking  cus- 
toms, and,  incidentally,  to  de- 
velop a higher  rate  of  alcohol 
addiction.) 

Not  So  Simple 

All  of  which  does  not  lead 
straight  to  the  simple  conclusion 
that  all  will  be  well  if  Canadian 
parents  take  to  serving  wine  with 
their  meals  and  frowning  on 
drunkenness.  If  ever  there  were 
a field  where  oversimplification  is 
fraught  with  danger  this  cer- 
tainly is  one. 

There  have  been  a few  limited 
studies  done  to  date  to  discover 
the  why’s  and  wherefor’s  of  teen- 
age drinking  in  America  (notably 
a survey  of  attitudes  and  customs 
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among  the  students  in  27  U.S. 
colleges  reported  in  the  book, 
“Drinking  in  College’*  by  Robert 
Straus  and  Selden  Bacon;  and  a 
survey  of  1,000  high  school 
students  in  Nassau  County,  Long 
Island,  N.Y.,  which  was  carried 
out  by  the  Hofstra  College  Re- 
search Bureau  under  Dr.  Matthew 
N.  Chappell);  and  these  seem  to 
indicate  that  what  parents  do,  in 
the  matter  of  drinking  alcoholic 
beverages,  is  far  more  significant 
than  what  they  tell  their  offspring 
about  drinking.  In  the  Straus 
and  Bacon  study  it  is  reported 
that  where  both  parents  drink,  89 
per  cent  of  the  students  also 
drink;  where  one  parent  drinks, 
75  per  cent  of  the  students  drink; 
ancl  where  both  parents  abstain, 
54  per  cent  of  the  students  drink. 
The  Nassau  County  study  reports 
that  where  both  parents  drink 
frequently,  93  per  cent  of  their 
children  of  high  school  age  also 
drink;  and  where  both  parents 
abstain,  50  per  cent  of  the 
youngsters  also  abstain. 

Where  They  Started 

The  Nassau  County  study  also 
showed  that  among  the  high 
school  students  who  said  they 
drank,  77  per  cent  were  intro- 
duced to  wine  at  home,  66  per 
cent  to  beer,  and  50  per  cent  had 
their  first  drink  of  whiskey  under 
the  parental  eye. 

Asked  about  their  reasons  for 
taking  their  first  drink,  the  young- 
sters rated  “curiosity”  tops  for  all 
three  kinds  of  alcoholic  beverages; 


but  indicated  that  “social  pressures” 
were  a strong  motivating  force  in 
the  case  of  whiskey  (30  per  cent) 
and  beer  (25  per  cent). 

Started  Young 

Among  the  drinking  students, 
most  were  introduced  to  wine  much 
earlier  than  to  either  beer  or 
whiskey,  and  the  occasions  for  hav- 
ing the  first  drink  of  wine  were  re- 
ligious and  special  celebrations  and 
the  custom  of  taking  wine  with 
meals.  Twenty-five  per  cent  of 
these  high  school  students  say  they 
started  to  use  beer  at  14  and  15 
years  of  age;  22  per  cent  of  them 
started  taking  whiskey  at  ages  15 
and  16. 

Even  in  this  apparently  broad- 
minded Nassau  County  society, 
where  29  per  cent  of  the  students 
of  14  years  or  younger  had  already 
been  granted  parental  permission  to 
drink  alcoholic  beverages  away 
from  home  on  occasion  (and  68 
per  cent  were  permitted  drinks  at 
home  sometimes),  there  was  a sub- 
stantial number  who  drank  more 
away  from  home  than  their  parents 
knew  about.  Here’s  the  tabulation 
of  replies  to  this  question:  “Do 
you  drink  more  away  from  home 
than  your  parents  know  about 

Boys  Girls  Total 

% % % 


14  years  or  less 

13 

9 

11 

15  years  

29 

23 

26 

16  years  

48 

31 

39 

17  years  

49 

21 

35 

18  yrs.  and  over 
All  ages 

48 

33 

41 

combined  

39 

23 

31 
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The  Nassau  County  research 
group  then  asked  the  high  school 
students:  ’’Have  you  ever  done 
anything  after  drinking  that  would 
not  have  happened  if  you  had  not 
been  drinking?”  And  15  per  cent 
of  those  who  drank  said  yes.  Asked 
what  kinds  of  misbehaviour  had 
sometimes  followed  their  drinking, 
the  youngsters  (21  boys  and  10 
girls)  itemized  the  following: 
heterosexual  behaviour,  fights,  talk- 
ed too  much,  over-emotional,  de- 
struction of  property,  accidents  and 
speeding. 

Additional  Worries 

This  list  of  misdemeanors  sub- 
sequent to  drinking,  of  course, 
points  up  another  whole  area  of 
parental  worries — quite  apart  from 
the  problem  of  dependent  drink- 
ing and  alcoholism  itself.  It  is 
a scientifically  established  fact  that 
alcohol  in  the  bloodstream  reaches 
the  brain  and  promptly  affects  the 
higher  centres  of  learning,  un- 
hinges the  customarily  sound  judg- 
ment of  the  individual,  and  weak- 
ens his  or  her  usual  controls  over 
behaviour.  The  brakes  come  off,  in 
other  words,  and  the  person  is  far 
more  likely  to  run  wild.  In  young, 
inexperienced  drinkers,  particularly 
adolescents,  this  can  be  especially 
hazardous. 

The  Way  To  Prevention 

Whether  we  are  considering 
problem  drinking  or  other  difficul- 
ties traceable  to  overindulgence  in 
alcohol,  our  interest  as  parents  lies 
in  prevention;  and  no  matter  which 
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kind  of  trouble  we  may  anticipate, 
our  course  toward  prevention  lies 
in  the  same  direction.  As  was  sug- 
gested earlier,  emotional  immatur- 
ity and  personality  defects  supply 
the  fertile  ground  in  which  will 
flourish  alcoholism  and  other  psy- 
cho-social disorders,  frequently  with 
physical  complications. 

Sacred  Responsibility 

In  the  beginning,  then,  all  these 
problems  come  back  to  the  sacred 
responsibility  which  parents  take 
upon  themselves  when  they  con- 
ceive a new  life.  Their  task  does 
not  stop  with  supplying  food  and 
shelter,  or  education,  or  social  stat- 
us, or  money.  Much  deeper  than 
any  of  these  lies  the  responsibility 
of  both  parents  to  create  together 
the  kind  of  home  and  family  feel- 
ing in  which  strong,  balanced  in- 
dividuals can  grow  to  maturity. 
This  does  not  mean  a child-domin- 
ated home,  in  which  the  young  per- 
son develops  an  insupportable  view 
of  his  or  her  own  importance;  nor 
does  it  mean  a parent-dominated 
home  in  which  the  child's  thoughts 
and  wishes  and  emotional  needs 
are  of  no  significance  in  decision- 
making. It  means,  rather,  a family 
in  which  love — and  its  expression 
in  a multitude  of  everyday  ways — 
and  respect  and  consideration  each 
for  the  other  are  of  the  utmost  im- 
portance. It  means,  too,  the  gradual 
growth  of  individual  independence 
— but  not  to  the  exclusion  of  con- 
sideration for  the  feelings  and 
rights  of  others — and  the  gradual 
transfer  of  discipline  from  the  out- 


side  (exerted  by  parents)  to  the  in- 
side (exerted  by  the  maturing 
child). 

Two  Major  Points 
Considering  the  factors  which 
have  been  shown  to  underlie  alco- 
holism and  other  problems  touched 
off  by  the  abuse  of  alcoholic  bev- 
erages, it  would  seem  that  the  best 
insurance  available  to  parents  in- 
volves two  major  points — (1)  A 
healthy,  happy  family  life  with 
mutual  love  and  respect  between 
husband  and  wife,  children  and 
parents,  and  with  high  standards  of 
behaviour  and  a strongly  developed 
sense  of  social  responsibility;  and 
(2)  Knowledge,  in  understandable, 
communicable  form,  of  (i)  what 
the  action  and  effects  of  beverage 


alcohol  are,  and  (ii)  what  are  the 
early  indications  that  social  drink- 
ing may  be  deteriorating  into  prob- 
lem drinking. 

The  Alcoholism  Research  Foun- 
dation, established  and  financed 
largely  by  the  Government  of  On- 
tario, can  supply  the  latter;  but 
only  good  parents  can  supply  the 
former.  Given  these  two  prerequi- 
sites— and  Item  No.  1 is  not  easily 
achieved  v/ithout  thought  and  appli- 
cation by  both  husband  and  wife- 
then  the  older,  more  critical  gener- 
ation can  have  faith  that  the 
younger,  experimenting  generation 
will  not  go  entirely  to  the  dogs. 
Along  with  love,  intelligence  and 
dedication  on  the  part  of  parents, 
faith  is  essential  too. 


SHADES  OF  GREY  ... 

Significantly,  this  article  is  printed  in  grey  ink,  not  black. 
There  are  no  black-and-white  answers  to  be  offered  to  worried 
parents  and  thoughtful  teen-agers  that  will  settle  for  them,  once  and 
for  all,  whether,  when,  how  often  or  how  much  they  should  drink 
if  they  wish  to  live  happy,  satisfying,  useful  lives. 

The  answers  to  such  questions  about  drinking  have  to  be  cus- 
tom-tailored to  suit  the  individual.  They  have  to  be  fitted  carefully 
around  such  facts  as  his  or  her  family  background,  religious  and 
cultural  traditions,  material  circumstances,  physical  and  emotional 
health, — a long  list  of  subtle,  inter-acting  variables. 

In  fact,  the  more  deeply  the  question  is  examined  the  less 
likely  does  it  seem  that  the  really  important  answers  will  focus  on 
the  act  of  drinking  itself,  'fhe  vital  area  is  deeper,  more  complex, 
much  harder  to  define.  It  lies  in  the  but  partly  explored  realm  of 
mental  health. 

This  being  so,  then,  the  third-from-last  paragraph  of  the  ac- 
companying article  is  more  important  than  all  the  rest. — R.  R.  R. 
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You  Were  Asking 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

The  following  treofmenf  services  ore  provided: 

a.  General  hospifol  beds  for  the  acutely  intoxicated  patients. 

b.  A small  in-patient  service  for  continuing  care  and  treatment. 

c.  An  out-patient  clinic  for  ofter-care,  diagnosis  and  rehabilitation. 

HOW  DOES  ONE  USE  THESE  SERVICES? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Road,  Toronto,  WAInut 
3-2474  and  arrange  for  an  appointment.  Please  do  not  visit  the  clinic 
without  an  appointment.  If  you  have  a patient  in  need  and  desirous 
of  emergency  general  hospital  care,  telephone  WAInut  3-2474.  Please 
be  mindful  of  the  fact  that  arrangement  for  o hospitol  bed  must  be  made 
in  advance. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Ontario  who  has  a problem  with  alcohol.  All  that  is 
necessary  is  that  he  or  she  wonts  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  and  women  may  toke  advantage  of  the  services  offered 
by  the  Foundation. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Payment  for  treatment  by  the  patient  is  regarded  as  on  important  part 
of  rehobilitation.  Escape  from  responsibility  has  been  recognized  as  a 
symptom  of  this  illness.  It  is  realized,  however,  that  some  patients  earn 
less  than  others,  and  therefore  a patient  is  allowed  to  pay  his  fee  over 
o period  of  time. 

HOW  MUCH  DOES  TREATMENT  COST? 

Brookside  Out-patient  Clinic  - A scale  of  fees  in  accordance  with 
patient's  financiol  means. 

Brookside  In-patient  Service  - $10.00  per  day,  plus  cost  of  medications. 
General  hospital  in-patient  service  — ^ charge  at  the  prevailing  general 
hospital  rates  (approximately  $7  per  day,  plus  (a)  cost  of  medications, 
and  (b)  a flat  rate  of  $15  per  patient  to  cover  the  cost  of  speciol 
medical  care. 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  partially  covered  by  their 
insurance. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  special  provision  for  transportation  to  Toronto  or  to  branch 
services  in  London,  Ottowo,  and  Kingston.  Tronsportotion  should  be 
arranged  locally. 
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This  periodical  is  published  five  times  o year 
in  the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Eoch  issue  contains  pertinent,  factual  infor- 
mation selected  primarily  because  of  its  interest 
to  those  who  are  called  upon  to  deal  with  alcohol- 
ism professionally.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publicotion 
regularly,  or  if  you  wish  additional  Information 
obout  some  aspect  of  alcoholism,  you  ore  invited 
to  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontorio. 


alcoholism 

RESEARCH 


France’s  Alcoholic  Excess  Under  Study 

50  Million  Frenchmen  Can  Be  Wrong 
When  It  Comes  To  Drinking  Alcohol 


More  light  has  been  cast  upon 
the  alcohol  attitudes  of  one 
of  the  world’s  hardest  drinking, 
most  alcoholic  nations,  France,  by 
a newly  translated  report  from 
the  National  Institute  of  Demo- 
graphic Studies  in  Paris.  The 
translation  has  just  been  com- 
pleted by  the  staff  of  the  Alco- 
holism Research  Foundation  in 
Toronto. 

The  Institute  has  for  several 
years  shown  concern  over  the 


cost,  in  terms  of  public  finances 
and  unsatisfied  social  needs,  of 
France’s  excessive  drinking.  In 
this  study  it  was  attempting  to 
learn  the  extent  to  which  the 
French  people  are  informed  of  the 
seriousness  of  the  facts  confront- 
ing their  nation. 

The  new  study  which  was 
launched  in  1953,  is  the  second  to 
be  conducted  under  the  auspices 
of  the  Institute.  The  first  was 
completed  five  years  earlier;  and 
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an  attempt  has  been  made  to  dis- 
cover significant  changes  in  public 
opinion  which  may  have  taken 
place  during  that  period. 

Wine  For  Health 

1)  Do  you  think  that  wine  is 
good  for  the  health?  — 80  per  cent 
’’yes”,  12  per  cent  *'no*\  Mere  men 
than  women  thought  wine  health- 
ful; and  45  per  cent  of  thos<^  reply- 
ing added  that  wine  is  good  "if 
taken  in  moderate  quantities.” 

2)  Do  you  think  that  vnne  is 
nourishing?  — 70  per  cent  "yes”, 
20  per  cent  "no”.  Again,  appre- 
ciably more  men  than  women 
thought  wine  nourishing.  Eight  out 
of  10  who  thought  wine  hc‘althful 
regarded  it  as  a food.  Younger 
people  and  women  more  frequently 
denied  the  alleged  nutritive  quali- 
ties of  wine. 

3)  For  a man  who  does  heavy 
physical  labor,  do  you  believe  that 
drinking  wine  is  indispensable,  not 
benepcial,  or  detrimental? — Twenty- 
five  per  cent  deemed  wine  "indis- 
pensable” to  such  people,  63  per 
cent  thought  it  "beneficial”,  nine 
per  cent  answered  "not  beneficial”, 
one  per  cent  termed  it  "detri- 
mental”. So  nine  out  of  10  French 
people  — both  men  and  women  — 
believe  wine  is  beneficial  or  even 
indispensable  to  the  physical  laborer. 

Not  For  Sportsmen 

4)  For  a sportsman,  do  you  be- 
lieve that  to  drink  wine  is  indis- 
pensable, benepcial,  not  benepcial, 
or  detrimental?  — Three  per  cent 
said  "indispensable”,  24  per  cent 
"beneficial”,  22  per  cent  "not 


beneficial”,  and  30  per  cent  "detri- 
mental”. There  is  apparent  con- 
fusion in  the  public’s  thinking  on 
this  point,  since  both  physical 
labor  and  sports  involve  heavy 
muscular  effort.  In  the  1948  study, 
the  largest  section  of  opinion 
considered  wine  beneficial  to  the 
sportsman;  but  five  years  later  the 
majority  thought  it  harmful. 
How  Much  To  Drink 

5)  In  your  opinion,  what  quan- 
tity of  wine  can  be  taken  each  day 
without  harm  by  a man  of  average 
activity,  a heavy  laborer,  a woman, 
a child  of  10  years?  — Half  of  the 
public  believed  that  a child  of  10 
years  ought  not  to  drink  wine  at 
all,  and  the  other  half  said  he 
should  be  limited  to  a quarter  of 
a litre  a day.  They  felt  that 
women  could  not  safely  drink 
more  than  half  a litre  a day.  A 
man  engaged  in  average  daily 
activities  could  drink  twice  as 
much  as  a woman,  and  if  he  were 
doing  heavy  physical  labor  he 
could  drink  four  times  as  much  as 
a woman.  Half  the  men  and  a 
third  of  the  women  thought  a 
heavy  laborer  could  drink  two 
litres  or  more  of  wine  daily  with- 
out harm;  13  per  cent  of  the  men 
and  five  per  cent  of  the  women 
thought  he  could  take  three  or 
more  litres  daily.  These  figures 
give  some  idea  of  what  a French- 
man means  when  he  says  he 
thinks  wine  is  good  if  it  is  taken 
in  "moderate  quantities”. 

So  much  for  wine.  On  the  ques- 
tion of  "alcohol”  however,  the 


French  were  more  aware  of  dan- 
ger. Sixty-five  per  cent  feared  that 
an  aperitif  every  day  was  bad  for 
the  health;  and  66  per  cent  feared 
spirits  or  liqueurs. 

The  public  was  nearly  unani- 
mous in  regarding  the  consump- 
tion of  alcoholic  beverages  as  a 
cause  of  work  accidents  and  auto- 
mobile accidents;  but  there  was  no 
agreement  on  the  frequency  of 
such  accidents  attributable  to  this 
cause.  Those  in  well-to-do  circles, 
usually  owning  a car,  were  in- 
clined to  attribute  the  highest 
proportion  of  traffic  accidents  to 
alcohol. 

Between  the  1948  and  1953 
studies  there  was  a marked  in- 
crease in  the  public’s  awareness 
that  excessive  consumption  of  al- 
coholic beverages  increases  sus- 
ceptibility to  certain  illnesses, 
most  notably  liver  disease  and 
mental  illness.  Eighty-eight  per 
cent  of  the  men  and  92  per  cent 
of  the  women  said  they  had  heard 
certain  illnesses  result  from  an 
excessive  consumption  of  alcoho- 
lic beverages.  They  made  little  dis- 
tinction among  the  various  alco- 
holic drinks  as  causes  of  intoxica- 
tion and  illness.  Further,  79  per 
cent  of  the  people  believed  it  pos- 
sible for  a person  to  become  an 
alcoholic  without  ever  getting 
drunk. 

City  People  More  Critical 

Questioned  as  to  whether  they 
thought  France  produces  enough 
alcohol,  1 per  cent  said  '‘enough”, 
49  per  cent  said  "too  much'^\  On 


this  point,  a distinct  difference 
showed  up  between  urban  and  rural 
dwellers.  In  the  country,  there  is 
a stronger  tendency  to  believe  that 
production  of  alcohol  is  "sufficient” 
but  not  "excessive”. 

As  a matter  of  record,  there  are 
some  300,000  cafes  or  drinking 
places  in  France,  approximately  one 
for  every  50  adult  men,  and  higher 
by  far  than  the  number  found  in 
other  European  countries.  A major- 
ity (57  per  cent  in  1953,  53  per 
cent  in  1948)  thought  this  number 
too  high. 

Wish  To  Curb  Alcoholism 

French  opinion,  as  revealed  in 
this  study,  is  that  there  are  "a 
great  many  alcoholics  in  France” 
(77  per  cent  said  so),  and  that  alco- 
holism in  France  "causes  damage 
to  the  country  as  a whole”  (again. 
77  per  cent).  Eight  out  of  10  felt 
that  this  damage  caused  by  alcoho- 
lism is  "serious”  or  "very  serious”. 
Seventy-six  per  cent  of  the  French 
population  believed  it  necessary  "to 
take  some  general  measures  to  re- 
duce the  number  of  alcoholics”; 
and  the  action  most  often  suggested 
was  closing  down  some  of  the 
drinking  places.  Other  measures 
suggested  included  increasing  taxes 
on  alcohol,  strengthening  laws 
against  drunkenness,  restricting  pri- 
vate distilling,  educating  the  public 
and  especially  young  people  about 
alcoholism,  and  forcing  sufferers 
from  alcoholism  to  undergo  treat- 
ment. 

Resistance  to  such  measures  as 
increasing  taxation  and  restricting 


private  distilling  varied  in  different 
segments  of  the  population,  appar- 
ently according  to  their  degree  of 
economic  involvement.  Generally, 
all  suggested  control  measures  re- 


ceived stronger  support  among  wo- 
men than  among  men.  The  measure 
meeting  least  general  resistance  was 
the  education  of  the  population  on 
dangers  alcoholic. 


“Social  Incompetence”  Loses  Most  Jobs 

Emotional  Ills  Seen  At  Root  Of  Work  Problems 
Executives  Especially  Need  Constant  Guidance 


MOTIONAL  ills  are  at  the  root 
of  many  industrial  work  prob- 
lems, according  to  Dr.  Harold  A. 
Vonachen,  medical  director  of 
Caterpillar  Tractor  Company,  writ- 
ing in  the  Journal  of  the  American 
Medical  Association.  Sixty  to  80 
per  cent  of  job  separations  are  said 
to  stem  from  social  incompetence 
rather  than  technical  incompetence. 

*The  life  of  the  worker  outside 
of  his  employment  situation  may 
determine  his  success  or  failure  at 
work,**  Dr.  Vonachen  observes. 
'’Family  health  problems  may  keep 
him  off  the  job.  Domestic  conflict 
can  cause  absenteeism  and  accident- 
proneness.  Alcoholism,  now  consid- 
ered an  illness,  is  a serious  problem 
in  some  industries.** 

‘‘Emotional  Failure” 

The  emotional  and  physical 
health  of  industrial  employees,  exe- 
cutive and  worker  alike,  need  con- 
tinuous medical  attention.  Tense, 
hard-driving  executives  need  a spe- 
cial health  program  which  will  pro- 


vide "constant  guidance  and  obser- 
vation’* so  that  "illness  or  emotional 
failure**  will  not  claim  them. 

"There  are  certain  factors  that 
constitute  a particular  danger  to  this 
group,**  the  physician  notes.  "Their 
work  is  not  measured  by  time 
served,  but  by  goals  achieved;  and 
their  working  day  often  extends  far 
beyond  recognized  hours  of  employ- 
ment. The  tension  of  their  activities 
becomes  the  tension  of  much  of  the 
entire  day,  with  accompanying  phy- 
sical and  mental  manifestations.** 
Executive  Program 

Dr.  Vonachen  goes  on  to  des- 
cribe his  company’s  program  for  the 
preservation  of  health.  Besides 
widespread  medical  attention  to 
workers  and  a general  health  edu- 
cation program  for  all,  there  is  a 
special  program  for  executives. 

Physicians  and  psychologists 
watch  over  executives  for  even 
slight  signs  of  mental  or  physical 
illness.  Each  year,  complete  volun- 
tary physical  examinations  are  given 


to  executives,  with  special  attention 
paid  to  minor  changes  in  weight, 
blood  pressure,  tension  headaches, 
indigestion,  and  fatigue.  Executives 
get  medical  counseling  on  health 
and  job  attitudes,  family  life,  and 
even  religious  affiliations  and  recre- 
ational habits. 

For  overweight  executives,  there 
is  compulsory  membership  in  the 
*Tat  Man’s  Club.”  Members  are 
dropped  from  club  lists  when  com- 


pany scales  register  a suitable  drop 
in  weight. 

Executives  are  kept  healthy,  too, 
by  enforced  annual  vacations.  Com- 
pany doctors  remind  superior  offi- 
cers about  executives  who  fail  to 
take  the  all-important  annual  break. 

Executive  participation  in  the 
health  plan  has  been  99-9  per  cent 
due  to  ”the  close  kinship  developed 
between  the  executive  and  the 
examining  physician.” 


Bracken’s  Ideas  On  Alcoholism  Control 


Responsible  Thinking  of  Commission  Head 
Produces  Impressive  List  of  Principles 


The  following  40  statements  were  drawn  up  by  the  Hon,  John 
Bracken  as  he  brought  to  a close  his  commission^ s lengthy  and 
exhaustive  study  of  all  matters  related  to  the  use  of  alcoholic  bev- 
erages in  the  province  of  Manitoba. 

This  guide  for  the  control  of  alcoholic  beverages  in  the  public 
interest”  is  clearly  presented  as  ”a  personal  contribution  of  the  chair- 
man”. Mr.  Bracken  declares  in  his  preamble  that  ”it  is  not  to  be 
implied  that  these  are  recommendations  of  the  commission,  or  that 
all  of  them  carry  the  approval  of  more  than  a majority  of  the  com- 
mission” 

Mr.  Bracken^ s statements  follow: 


1.  Place  upon  no  political  unit, 
without  its  approval,  any  law  per- 
mitting the  legal  sale  of  liquor 
within  its  boundaries. 

2.  Require  that  the  State  give 
effective,  unprejudiced,  and  im- 
partial leadership  based  on  facts. 

3.  Grant  to  all  municipalities, 
full  autonomy  with  respect  to  the 


sale  of  beer  and  natural  wines  in 
public  places  within  their  boun- 
daries; and  to  the  larger  munici- 
palities, full  autonomy  with  res- 
pect to  the  sale  of  spirituous 
liquors  within  their  respective 
jurisdictions. 

4.  Provide  for  effective  control 
over  the  actions  of  individuals 
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Helpful  Publications  Available 

Since  the  last  complete  listing  of  material  published  by  the 
Alcoholism  Research  Foundation  for  the  Information  of  both  lay  and 
professional  persons,  the  following  titles  have  been  added  — 

Of  general  interest 

HERE'S  HOW  (A  vest-pocket  booklet  with  cartoons  to  illustrate  some  of 
the  effects  of  alcohol  and  the  stages  of  developing  alcoholism.) 

Of  professional  interest 

CASE  WORK  IN  A GROUP  SETTING  WITH  WIVES  OF  ALCOHOLICS 
(A  reprint  from  The  Social  Worker  of  a paper  originally  presented 
by  R.  Margaret  Cork  to  the  National  Conference  of  Social  Work 
In  San  Francisco.  Miss  Cork  is  chief  psychiatric  social  worker  with 
the  Alcoholism  Research  Foundation  in  Toronto.) 

SOCIAL  WORKERS  CAN  HELP  ALCOHOLICS  (A  reprint  from  Canadian 
Welfare  of  a paper  originally  presented  by  R.  Margaret  Cork,  to 
the  Canadian  Conference  on  Social  Work.) 


and  of  groups  when  such  actions, 
are,  or  are  likely  to  become,  anti- 
social; but  respect  and  protect  the 
freedom  of  action  of  both  individ- 
uals and  groups  where  their  action 
is  not  contrary  to  the  public  wel- 
fare. 

5.  Place  upon  the  state  the  re- 
sponsibility for  the  teaching  of  ab- 
stinence of  the  young  and  the 
spread  of  proven  facts  to  all;  but 
leave  with  the  home,  the  church 
and  the  community,  the  respon- 
sibility for  shaping  the  attitude  of 
individuals  on  the  controversial 
moral  issue  as  between  abstinence 
and  moderation. 

6.  Let  the  present  law  be 
judged  by  its  consequences;  put 
upon  the  statute  books  such  modi- 
fications of  it  as  will  correct  its 


inadequacies;  let  the  revised  law 
be  a challenge  to  the  people  to 
respect  it,  not  a temptation  to 
make  of  it  either  a matter  of  ridi- 
cule for  its  critics  or  a get-rich 
scheme  for  its  beneficiaries. 

7.  Pass  no  restrictive  liquor  leg- 
islation that  does  not  have  a gen- 
erous measure  of  public  opinion 
behind  it;  two-thirds  of  the  adult 
population  now  use  some  liquor 
and  many  of  these  resent  the  in- 
ference that  their  personal  drink- 
ing customs  require  control  by 
law. 

8.  Entrust  the  administration 
of  the  liquor  law  to  none  but  im- 
partial and  trustworthy  officials; 
public  confidence  cannot  other- 
wise be  maintained  in  an  impor- 
tant public  body  partially  removed 


as  it  is  from  the  direct  control  of 
the  legislature. 

Alcoholism 

9.  Establish  a sound  plan  for 
the  rehabilitation  of  our  10,000 
alcoholics  (in  Manitoba;  the  On- 
tario figure  is  57,000).  By  educa- 
tion prepare  the  public  for  a pro- 
gram to  help  rehabilitate  these 
men  and  women. 

10.  Endeavour  by  legislation  as 
well  as  by  education  to  discourage 
the  excessive  drinking  of  10,000 
others.  . . . 


11.  Take  steps  to  reduce  the  an- 
nual increase  of  700  alcoholics 
each  year  (in  Manitoba;  the  On- 
tario figure  is  4,000) ; make 
widely  known  to  users  the  warn- 
ing signs  of  the  development  of 
alcoholism  . . . 

12.  Help  protect  the  young 
from  habituation;  effective  educa- 
tion on  the  value  of  abstinence 
for  teen-agers  should  be  a re- 
quired subject  in  all  places  of 
public  instruction. 

Liquor  Consumption 

13.  Prevent  by  all  practical 
means  the  excessive  use  of  liquor. 

14.  Make  temperance  in  the 
true  sense  of  the  word  a popular 
and  accepted  creed;  encourage 
those  who  are  not  abstainers  to 
give  preference  to  such  forms  of 
drinking  as  are  least  conducive 
to  habituation,  excessive  use  and 
misbehaviour. 

15.  Since  excessive  use  is  ana- 
thema to  most  people,  and  abstin- 
ence unacceptable  to  many,  make 
the  practice  of  “moderation”  wor- 


thy of  its  meaning.  This  ancient 
doctrine  with  the  fascinating  and 
self-promoting  name  is  hard  to 
define  and  harder  still  to  keep 
within  bounds.  Only  by  a large 
measure  of  self-control  and  a reas- 
onable measure  of  state  control 
can  the  ranks  of  the  moderates  be 
prevented  from  becoming  but 
stepping  stones  to  further  addic- 
tion. 

Accidents 

16.  Make  the  roads  safer  for 
driving.  They  were  not  built  for 
the  needless  wrecking  of  human 
lives. 

17.  Help  drivers  understand 
the  risks  to  them  of  “moderate 
use”;  in  that  innocent  term  lies 
hidden  many  of  the  potential 
dangers  of  the  road. 

18.  Instruct  drivers  either  not 
to  drink  at  all  before  driving  or 
not  to  drink  unwisely  , . . 

19.  Strengthen  the  accident 
prevention  program;  invite  the  co- 
operation of  industry,  business, 
and  public  alike,  to  share  in  the 
prevention  of  both  road  and 
other  accidents. 

The  Beneficiaries 

20.  Treat  all  beneficiaries  of  the 
trade  justly;  but  let  no  provin- 
cial statute  make  of  any  of  them 
a favored  section  of  our  economic 
life. 

Competition  as  a factor  in  de- 
termining prices  to  breweries  has 
disappeared;  and  something  must 
be  found  to  take  its  place.  Other- 
wise brewers  will  continue  to  be 
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a favored  beneficiary  of  the  pres- 
ent law. 

What  is  to  be  done?  We  must 
make  the  Liquor  Act  a control 
act,  which  it  is  assumed  to  be, 
not  the  half-control  act  which  it 
actually  is.  Give  the  liquor  control 
commission  power  to  fix  prices  to 
brewers  as  it  now  fixes  them  to 
other  licensees;  but  make  its  de- 
cisions tentative  until  they  shall 
have  been  approved  by  an  im- 
partial board.  The  public  utilities 
commission  type  of  approach  is 
the  modern  world’s  answer  to 
problems  of  this  character. 

But  the  state,  too,  is  a bene- 
ficiary of  the  liquor  trade.  Let 
there  be  no  apology  for  that.  The 
"government’s  share”  of  liquor 
profits  now  amounts  to  20  per 
cent  of  the  total  business.  But 
that  is  not  the  "government’s” 
share;  it  is  the  people’s  share — a 
recovery  for  them  of  a part  of  the 
communities’  liquor  costs.  Let 
liquor  prices  be  high  enough  to 
prevent  excessive  use,  not  high 
enough  to  make  bootlegging  un- 
controllable. Give  every  section  of 
the  liquor  trade  an  adequate  re- 
turn on  its  investment;  but  place 
any  surplus  above  that  in  the 
coffers  of  the  state  for  the  lessen- 
ing of  taxes  and  payment  of  social 
service  and  related  costs. 

21.  Recognize  hotel  proprietors 
as  legitimate  businessmen,  but 
re-frame  the  law  so  that  it  will 
not  tend  to  make  of  them  mainly 
purveyors  of  beer  for  private  gain 
rather  than  hotel  proprietors  for 


the  provision  of  rooms  and  meals 
for  the  travelling  public. 

22.  Reverse  the  trend  which  is 
now  making  of  many  hotels,  par- 
ticularly the  new  ones,  a mere 
front  for  their  beer  parlors  . . . 

23.  Seek  to  reverse  the  devel- 
oping trend  which  is  transforming 
some  clubs  into  glorified  beer  par- 
lors; today’s  clubs  are  not  "pro- 
prietary” ones  in  the  old  sense 
and  most  of  them  are  well  con- 
ducted; but  profits  from  beer  are 
tempting  some  to  become  beer 
parlors  in  disguise  to  the  detri- 
ment of  their  original  purpose  . . . 

24.  Remove  as  far  as  possible 
the  temptation  of  a powerful 
trade  to  dominate  the  free  choice 
of  the  community  in  its  attitude 
toward  the  use  of  liquor.  Exces- 
sive liquor  profits  are  not  necessary 
to  secure  the  liquor  demands  of  the 
public;  and  they  place  in  the 
hands  of  the  beneficiaries  an  un- 
equal advantage  when  controver- 
sial issues  are  being  determined. 

25.  Grant  no  mark-ups  to  new 
licensees  that  will  give  to  them  a 
rate  of  financial  gain  in  excess  of 
that  of  other  retail  businesses  . . . 

As  far  as  possible  make  public 
drinking  outlets  incidental  to  food 
or  other  community  services,  not 
places  where  nothing  can  be  done 
but  drink  liquor. 

26.  Let  the  taxing  power  of  the 
province  be  used  for  liquor  con- 
trol purposes,  not  primarily  for 
the  increase  of  its  liquor  profits. 
Heavy  taxation  can  be  either  a 
form  of  prohibition  or  a source 


14th  Yale  Summer  School 

The  14th  annual  session  of  the  Yale  Summer  School  of  Alcohol 
Studies  in  New  Haven,  Conn.,  will  run  this  year  from  July  1 through 
July  26.  Registration  will  begin  at  noon,  Sunday,  July  1, 

The  fee  of  $250  per  student  covers  registration,  tuition,  room,  and 
board  (18  meals  per  week).  Students  are  expected  to  live  in  Silliman 
College,  Yale  University. 

Inquiries  from  Ontario  residents  may  be  addressed  to  the  Director 
of  Education,  Alcoholism  Research  Foundation,  9 Bedford  Rd.,  Toronto  5. 


of  government  revenue.  When 
raised  beyond  a certain  point  it 
defeats  both  purposes  by  encour- 
aging bootlegging  and  illicit 
manufacture. 

27.  See  to  it  that  the  economy 
is  fair  to  all  but  not  more  gen- 
erous to  the  liquor  interests, 
whose  profits,  prices  and  markets 
are  under  control  of  the  govern- 
ment, than  to  private  interests 
whose  profits  must  be  earned, 
prices  determined,  and  markets 
secured  in  the  severest  kind  of 
competition. 

Alcohol  Education 

28.  Make  known  the  truth 
about  liquor  and  thus  explode  the 
myths  and  folk  lore  and  un- 
founded propaganda  on  both  sides 
of  the  liquor  problem. 

29.  Search  out  the  facts  about 
beverage  alcohol  and  let  the 
people  know;  the  public  wants 
only  the  truth,  and  it  should  be 
impartially  told. 

30.  Maintain  an  informed  pub- 
lic opinion  based  on  the  lessons  of 
experience  and  the  facts  of 
science;  a restoration  of  faith  in 


what  is  said  about  liquor  is  over- 
due. 

31.  Use  the  local  papers  for 
the  information  and  guidance  of 
the  public  regarding  the  nature 
and  effects  of  alcoholic  beverages 
— and  pay  them  for  this  construc- 
tive use  of  their  columns;  — a 
measure  of  belated  justice  for  de- 
priving them,  in  the  public  in- 
terest, of  the  revenue  which  they 
might  have  derived  from  liquor 
advertising. 

32.  Encourage  community  pro- 
grams of  total  abstinence  by  vol- 
untary decision,  but  recognize  the 
practical  limitations  of  accomp- 
lishing abstinence  by  passing  co- 
ercive laws. 

33.  Seek  the  cooperation  of  the 
host  and  hostess  in  the  home;  let 
it  become  recognized  as  bad  man- 
ners to  offer  no  alternative  to 
alcoholic  beverages  by  way  of  re- 
freshment, and  that  it  is  anti-so- 
cial to  urge  liquor  upon  unwilling 
guests. 

34.  Co-operate  with  teen-agers 
in  finding  acceptable  alternatives 
to  drinking;  encourage  them  to 


fill  their  hours  of  leisure  and  rec- 
reation with  wholesome  objec- 
tives . . . 

35.  Support  both  the  state  and 
society  in  promoting  high  social, 
cultural  and  moral  standards 
among  the  people  . . . 

36.  Lend  moral  support  to  the 
members  of  the  legislature  in 
their  efforts  to  bring  about  per- 
manent social  gains.  The  paradox 
of  a trade  that  in  many  respects 
is  a handicap  to  society  and  yet  is 
patronized  by  nearly  two-thirds  of 
the  adult  population  has  not  yet 
been  resolved  anywhere  in  the 
world  to  the  satisfaction  of  all. 

37.  Encourage  communities  to 
lead  in  finding  more  constructive 
uses  for  hours  men  and  women 
are  not  at  work  ...  A more  con- 
structive use  of  the  time  not  now 
required  for  work  is  one  of  to- 
day’s great  challenges  to  our  west- 
ern civilization. 

What  Of  Future 

38.  Have  faith  that  an  in- 
formed society  can  cope  with  any 
task  it  understands.  Alcohol  has 
been  a problem  child  in  every 
generation  since  man  first  found 
fruits  and  cultivated  cereals  and 
other  crops.  Wide  extremes  of 
administration,  at  different  times 
in  every  land,  have  had  the  un- 
welcome offspring  in  their  charge; 
and  each  has  failed  in  some  de- 
gree to  keep  it  from  running  wild. 

The  modern  state  has  no  reas- 
onable choice  but  to  accept  con- 
trol of  the  inheritance  which  has 
fallen  to  its  care.  Its  first  task 


is  to  learn  the  known  facts  and 
discover  the  unknown  ones  about 
alcoholic  beverages;  and  its  second 
is  to  help  the  people  understand 
what  it  has  learned. 

What  Will  Manitoba  Do? 

39.  The  majority  view  of  the 
people  on  the  major  issues  can 
scarcely  be  mistaken,  although  on 
many  details  it  is  far  from  clear. 
After  50  centuries  the  world  still 
regards  liquor  as  one  of  its  great 
controversial  issues,  and  Manito- 
ba’s experience  of  less  than  one 
century  has  not  changed  the  ver- 
dict of  the  past. 

While  prohibition  is  now  in  re- 
treat in  Manitoba  and  moderation 
the  desire  of  most,  yet  habituation 
by  the  young  is  the  constant  fear 
of  many,  and  the  prevention  of 
excessive  use,  the  unanimous  wish 
of  all. 

The  task  facing  this  province  as 
well  as  its  enquiry  commission  is 
to  try  and  find  the  best  way  that 
a modern  civilized  community  can 
move  forward  in  dealing  with  this 
age  old  problem,  not  for  a year 
or  five  years,  but  preferably  for 
an  indefinite  future  . . . 

What  Manitoba  will  do  will  be 
determined  by  what  the  individ- 
uals who  make  up  her  population 
think  should  be  done. 

Science  & Morality 

40.  Will  it  be  based  on  the 
facts  of  science  or  on  morality  or 
on  both? 

And  if  the  use  of  alcohol  is  to 
remain  to  tax  the  minds  of  men, 
as  now  seems  probable  — Is  the 
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drinking  custom  to  be  low  alco- 
holic beverages,  with  food,  in 
acceptable  surroundings,  taken 
slowly  and  only  occasionally,  and 
in  moderate  amounts,  when  im- 
portant tasks  are  not  ahead  and 
when  the  work  of  the  day  is 
done? 

Or  is  it  to  be  consumption  of 
high  alcohol  distilled  spirits, 
taken  rapidly,  and  often,  and  in 
excess,  in  a shop  confined  to 
drinking,  and  during  working 
hours,  and  whether  or  not  re- 
sponsible tasks  lie  ahead  ? 

Or  it  is  to  be  some  other  com- 
bination of  drinking  customs  be- 
tween these  two  extremes? 

These  and  like  questions  face 
each  one  of  800,000  people  in 
Manitoba.  More  important  still — 
each  must  answer  for  himself. 
And  as  an  informed  and  respon- 
sible being,  each  will  know  that 
he  must  accept  the  responsibility 


for  the  consequences  of  his  deci- 
sion. 

Manitoba’s  answer  will  thus  be 
decided,  from  time  to  time,  by 
the  sum  of  individual  decisions, 
each  having  been  determined  by 
the  impact  of  such  educational 
and  environmental  influences  as 
the  community,  in  its  wisdom, 
will  have  found  it  expedient  to 
provide. 

There  is  one  thing  the  ancient 
record  has  written  clear  — one 
way  to  safety  lies  in  voluntary 
abstinence. 

There  is  another  thing  the  mod- 
ern world  has  let  us  glimpse  — 
science  has  brought  new  under- 
standing and  new  hope  of  even- 
tual rational  control. 

And  there  is  a third  thing  the 
soul  of  moral  man  has  bid  us 
not  forget  — man  is  not  without 
some  responsibility  to  his  brother 
man. 


Temporal  Orientation  And  Alcoholism 

Alcoholic* s Need  For  Immediate  Help 
May  Be  Explained  By  His  Time  Sense 

By  Lester  H.  GliedmaUy  M,D. 

Assistant  Professor  of  Psychiatry,  Johns  Hopkins  Hospital 


A dimension  of  the  problem  of 
chronic  alcoholism  that  has  re- 
ceived too  little  attention  is  the 
characteristic  temporal  orientation 


associated  with  this  disease.  The 
experience  of  time  and  its  orderly 
partitioning  into  past,  present  and 
future  are  taken  for  granted  by  most 


This  paper  is  reprinted  with  Dr.  Gliedtnan's  permission  from  The  Maryland  Review 
on  Alcoholism. 
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of  US  as  being  an  intrinsic  part  of 
the  human  apparatus.  It  is  assumed 
that  it  varies  little  from  person  to 
person.  For  time,  in  its  physical 
sense,  this  may  be  true.  Here,  what 
our  clocks  are  measuring  for  us, 
although  indirectly,  is  the  rotation 
of  the  earth  on  its  axis.  This  is 
remarkably  accurate  even  though 
the  earth’s  rotation  is  not  perfectly 
uniform.  It  enables  us  to  count  out 
the  days  and  in  turn  the  time  of 
^ day.  For  all  intents  and  purposes,  it 
is  unvarying. 

Time  in  its  psychological  sense  is 
quite  a different  matter.  It  is  a sub- 
jective experience  which  grows  out 
of  the  accumulated  experiences  since 
birth  and  involves  the  complicated, 
continuous  interplay  of  a genetically 
endowed  organism  with  its  environ- 
ment. As  such  it  is  not  the  same  as 
physical  time.  It  varies  with  the 
individual  and  with  the  individual’s 
experience.  Experimentally,  the  ex- 
perience of  time  can  be  controlled, 
manipulated  in  various  ways  and 
grossly  distorted.  Recent  experi- 
ments by  Cooper  and  Erickson(^)  in 
time  distortion  and  hypnosis  con- 
vincingly demonstrate  this.  Because 
experienced  time  or  the  sensation  of 
time  is  a variable  and  not  a con- 
stant as  would  fit  its  physical  usage, 
it  becomes  of  interest  to  examine 
individuals,  or  groups  of  indivi- 
duals with  regard  to  this.  Chronic 
alcoholics  are  one  such  group  worth 
investigating  in  this  way. 

Live  Here  And  Now 

Much  of  the  functioning  of 
chronic  alcoholics  points  to  certain 


serious  differences  in  the  way  they 
handle  experienced  time.  For  one 
thing,  though  they  may  have  re- 
peated binges,  these  previous  epi- 
sodes seem  peculiarly  insulated  from 
their  current  functioning.  When 
confronted  with  their  inability  to 
profit  from  the  obvious  undesirabi- 
lity, to  say  the  least,  of  repeated 
intoxication  through  the  years,  they 
are  likely  to  state  that  their  memory 
does  not  go  back  as  far  as  the  last 
drunk.  However,  on  the  usual  mem- 
ory testing,  there  does  not  seem  to 
be  any  gross  discrepancy.  Instead, 
the  deficiency  seems  to  lie  in  the 
fact  that  yesterday’s  behavior  ap- 
pears to  have  relatively  little  in- 
fluence on  what  takes  place  today. 
Not  only  that,  tomorrow  and  the 
future,  also  seem  somewhat  remote 
and  are  not  the  guides  to  present 
activity  that  they  are  for  many 
others.  In  other  words,  alcoholics 
seem  to  function  as  if  they  live  in 
an  expanded  present.  Whether  this 
is  the  result  of  prolonged  excessive 
drinking  or  vice-versa,  is  not 
known.  In  any  event,  when  alcoho- 
lics are  studied,  many  of  them  seem 
curiously  unable  to  profit  from  their 
past  experiences  or  to  be  directed  in 
a salutary  fashion  by  their  future 
expectations.  Instead  they  live  in 
the  *'here  and  now  ’,  sustained  or 
disappointed  by  whatever  happens 
at  the  moment.  And  when  they 
drink,  they  do  so  in  a similar  con- 
text. 

An  appreciation  of  the  alcoholics’ 
temporal  orientation  to  life  can  be 
used  both  in  understanding  more  of 
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their  behaviour  and  in  planning 
rehabilitation  programs  that  take 
into  consideration  these  limitations. 
For  example,  the  alcoholic  stereo- 
type is  supposed  to  be  quite  unre- 
liable and  prone  to  distort  facts, 
exaggerate,  prevaricate,  etc.  One 
might  better  understand  this  beha- 
vior by  considering  alcoholics  as 
having  to  function  in  such  a way 
that  their  past  experiences  and  fu- 
ture expectations  are  less  able  to 
determine  what  they  do  currently. 
In  other  words,  they  are  responding 
to  whatever  is  going  on  in  them  or 
about  them,  but  without  the  benefit 
of  the  great  determiners  of  action 
that  the  past  and  future  can  be. 
The  sheer  inconsistency  of  their  be- 
havior often  is  an  indicator  of  how 
the  ongoing  course  of  events  molds 
what  they  do  and  say,  with  little 
regard  to  what  happened  yesterday 
or  what  might  happen  tomorrow. 

Part  Of  Illness 

Many  therapists  instead  of  view- 
ing this  as  part  of  the  illness,  tend 
to  moralize  with  patients  about  this 
and  ultimately  convert  their  own 
best  intentions  to  anger.  Threats, 
reformist  appeals,  commands,  are 
usually  destined  to  failure  in  the 
treatment  of  alcoholics,  but  being 
able  to  understand  some  of  the  de- 
terminants of  the  alcoholics’  be- 
havior can,  among  other  things, 
protect  both  therapists  and  patients 
from  becoming  involved  in  hostile 
interpersonal  campaigns  instead  of 
therapeutic  ones. 

Many  of  the  aspects  of  the  alco- 
holics* behavior,  such  as  impulsivity. 


low  frustration  tolerance,  egocentri- 
city  and  immaturity  can  be  more 
fruitfully  evaluated  if  looked  at 
from  the  standpoint  of  the  overrid- 
ing importance  of  the  present  to  al- 
coholics. These  then  become  facets 
of  the  alcoholics’  behavior  which 
are  not  unreasonable  to  expect  when 
individuals  have  to  function  as  if 
there  were  no  or  little  past  or 
future.  Too  often,  these  behaviors 
have  become  moralistic  issues  be- 
tween the  alcoholics  and  those  try- 
ing to  help  them,  with  consequent 
demoralizing  results,  instead  of 
being  used  as  a means  of  organiz- 
ing a therapeutic  approach  that 
takes  into  consideration  these  limi- 
tations. 

Not  Just  Perverse 
For  example,  alcoholics  are  not 
being  perverse  when  they  demand 
instant  and  immediate  help.  They 
are  incapable  of  sitting  quietly 
while  awaiting  the  attainment  of 
distant  therapeutic  goals.  Assistance 
in  the  present,  right  now,  is  impera- 
tive, if  anything  is  to  come  of  the 
alcoholics’  treatment.  This  is  part 
of  their  illness  and  should  be 
viewed  in  this  light.  Such  action  as 
quick  attention  to  their  physical 
needs,  untangling  their  family  and 
occupational  complications,  medi- 
cines, etc.,  have  had  their  success 
not  only  because  of  the  long  term 
ends  achieved,  but  because  they 
were  done  immediately  and  fitted 
into  the  alcoholics’  way  of  life 
where  the  present  is  paramount. 
Conventional  therapeutic  approaches 
often  prove  unsuccessful  with  these 
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patients  because  no  provision  is 
made  for  such  a time  perspective. 
Instead  it  is  usually  assumed  that 
alcoholics  are  just  as  able  to  parti- 
cipate in  a treatment  situation  which 
makes  use  of  shared  future  goals 
and  a commonality  of  past  exper- 
iences as  their  therapists  are.  A 
sounder  basis  for  therapy  should 
take  into  consideration  the  alcoho- 
lics' characteristic  temporal  orienta- 
tion. This  can  be  accomplished  by 
therapeutic  methods  which  focus  on 


the  degree  to  which  these  patients 
can  be  rewarded  or  frustrated  by 
whatever  goes  on  in  the  present. 

The  temporal  orientation  des- 
cribed above  need  not  be  looked 
upon  as  a permanent  state  of  affairs 
for  alcoholics.  Many  recover  and 
ultimately  learn  to  organize  their 
present  actions  more  like  the  rest 
of  us  do — from  a blend  of  what 
happened  yesterday  and  what  we 
desire  from  tomorrow. 


(1)  Cooper y L.F,  and  Ericksony  M.H,  **Time  Distortion  in  Hypnosis** y Williams 
& WilkinSy  BaltimorCy  1954. 


Must  Alcoholics  Become  Abstainers? 

Therapy  Must  Aim  At  Abstinence 
And  Readjustment  In  Personality 


The  concept  that  the  alcoholic 
is  a sick  man  implies  that  the 
aim  of  medical  treatment  is  to 
make  him  a well  man.  The  belief 
that  the  man  newly  made  well 
should  then  be  able  to  drink  like 
any  healthy  person  is  firmly  held 
by  many  alcoholics.  E.  A.  Strecker 
and  F.  T.  Chambers  (University  of 
Pennsylvania)  have  remarked  on 
the  strength  of  the  alcoholic  pa- 
tient’s desire  to  become  "normal” 
and,  therefore,  a "normal  drinker” 
like  his  friends.  It  is  this  which 
makes  it  hard  for  him  to  accept  the 
verdict  that  he  can  never  drink  at 
all. 

Among  alcoholics,  C.  Clapp  was 
most  emphatic  in  defying  the  claim 
that  alcoholics  must  become  ab- 


stainers. He  described  himself  as 
the  example  of  a thorough  alcoholic 
who  had  become  a moderate  social 
drinker.  Psychiatrists  have  admit- 
ted that  in  theory  an  alcoholic  who 
has  received  adequate  therapy 
should  be  able  to  drink  moderately. 
But  they  have  pointed  to  the  hard 
reality  that  alcoholics  who  try  to 
become  abstainers  often  succeed 
while  those  who  try  to  become 
moderate  drinkers  almost  always 
fail.  Many  explanations  of  this 
fact  have  been  suggested. 

It  is  Alcoholics  Anonymous,  the 
largest  group  of  problem  drinkers 
who  have  found  a working  solu- 
tion for  their  personal  drinking 
problem,  who  insist  with  strongest 
emphasis  that  an  alcoholic  can 
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never  drink  moderately.  The  typi- 
cal A.A.  member  who  is  '"on  the 
program”  is  firmly  convinced  that 
he  is  **onIy  one  drink  away  from  a 
drunk.”  In  the  ranks  of  A.A.  the 
teaching  is  common  that  a single 
drink  will  start  an  alcoholic  on  a 
spree,  though  it  is  well  known  that 
many  confirmed  alcoholics  do  not 
inevitably  launch  on  a bender  every 
time  they  try  a drink.  The  distinc- 
tion has  been  made  that  the  alco- 
holic can  never  be  sure  that  any 
one  drink  won’t  start  him  on  a 
spree,  and  thus  his  only  safety  lies 
in  refraining  from  the  first  drink 
— that  is,  in  abstinence. 

In  Earlier  Stages 

More  recently  O.  Martensen-Lar- 
sen  (Denmark)  has  discussed  a 
type  of  problem  drinker  who,  in 
his  view,  should  not  be  threatened 
with  the  alternative  of  abstinence 
or  catastrophe.  Agreeing  that  most 
alcoholics  today  must  be  treated 
with  the  objective  of  making  them 
abstainers,  he  points  to  *'an  increas- 
ing number  of  patients  still  in  a 
very  early  phase  of  their  alcoholic 
career”  who  are  now  coming  to 
clinics  for  advice.  In  order  not  to 
“frighten  them  away  by  demand- 
ing strict  abstinence,”  he  suggests 
that  it  would  be  worth  while  to  try 
to  help  them  modify  their  drinking 
pattern  so  that  they  might  become 
controlled  drinkers  before  they  be- 
come “true  alcoholics.” 

In  spite  of  the  theories  of  Wil- 
liams and  Smith  and  the  occasional 
report  of  an  individual  alcoholic 
who  has  become  a moderate 
drinker,  the  consensus  among  ther- 


apists is  that,  in  the  light  of  pres- 
ent knowledge,  the  establishment 
of  a pattern  of  abstinence  is  the 
only  practical  goal  in  the  treat- 
ment of  alcoholism.  Evidence  that 
any  treatment  has  made  it  possible 
for  a substantial  number  of  alco- 
holics to  revert  to  controlled  drink- 
ing for  any  length  of  time  is  lack- 
ing. On  the  contrary,  the  litera- 
ture is  replete  with  reports  of  alco- 
holics attempting  to  drink  moder- 
ately and  “slipping,”  as  a result, 
sooner  or  later.  Even  Clapp,  after 
years  of  controlled  drinking,  slip- 
ped back  into  alcoholism  and  there- 
after retreated  into  the  safety  of 
abstinence.  And  Martensen-Larsen’s 
suggestion  makes  a clear-cut  dis- 
tinction between  confirmed  alco- 
holics, who  must  become  abstainers, 
and  a group  of  beginning  excessive 
drinkers  who  may  not  be  and  may 
never  become  true  alcoholics. 

The  Consensus 
The  consensus  has  been  summed 
up  in  a review  of  contemporary 
treatments  by  G.  Lolli  (Yale  Uni- 
versity) as  follows:  All  successful 
present-day  approaches  to  the  alco- 
holic “rest  on  two  almost  univers- 
ally recognized  assumptions:  (1) 
Therapy  should  aim  at  total  and 
permanent  abstinence  because  the 
addict  cannot  shift  from  an  uncon- 
trolled to  a controlled  pattern  of 
drinking.  The  occasional  reported 
exception  to  this  rule  does  not  chal- 
lenge its  general  validity.  (2)  The 
alcohol  addict  can  remain  abstinent 
only  as  the  outcome  of  favorable 
readjustments  in  his  personality.” 
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You  Were  Asking 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

The  following  treatment  services  ore  provided: 

a.  General  hospital  beds  for  the  ocutely  intoxicoted  patients. 

b.  A small  in-patient  service  for  continuing  care  and  treatment. 

c.  An  out-patient  clinic  for  after-care,  diagnosis  and  rehabilitation. 

HOW  DOES  ONE  USE  THESE  SERVICES? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Road,  Toronto,  WAInut 
3-2474  and  arrange  for  an  appointment.  Please  do  not  visit  the  clinic 
without  an  appointment.  If  you  hove  a patient  in  need  end  desirous 
of  emergency  general  hospital  care,  telephone  WAInut  3-2474.  Pfease 
be  mindful  of  the  foct  that  arrangement  for  a hospital  bed  must  be  made 
in  advance. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Ontario  who  has  o problem  with  alcohol.  All  that  is 
necessary  is  thot  he  or  she  wants  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  and  women  moy  take  advantage  of  the  services  offered 
by  the  Foundotion. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Payment  for  treatment  by  the  patient  is  regorded  as  an  important  part 
of  rehabilitation.  Escope  from  responsibility  has  been  recognized  as  a 
symptom  of  this  illness.  It  is  realized,  however,  that  some  patients  earn 
less  than  others,  and  therefore  a patient  is  allowed  to  pay  his  fee  over 
a period  of  time. 

HOW  MUCH  DOES  TREATMENT  COST? 

Brookside  Out-potient  Clinic  - A scale  of  fees  in  occordance  with 
potient^s  financiol  meons. 

Brookside  In-patient  Service  - $1 0.00  per  day,  plus  cost  of  medicotions. 
General  hospital  in-patient  service  — charge  at  the  prevailing  general 
hospital  rates  (approximately  $7  per  day,  plus  (a)  cost  of  medications, 
ond  (b)  a flat  rate  of  $15  per  patient  to  cover  the  cost  of  special 
medical  care. 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  partially  covered  by  their 
insuronce. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  specie  I provision  for  transportation  to  Toronto  or  to  branch 
services  in  London,  Ottawa,  and  Kingston.  Transportation  should  be 
arranged  locally. 
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This  periodical  is  published  five  times  a year 
in  the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Each  issue  contains  pertinent,  factual  infor- 
mation selected  primarily  because  of  its  interest 
to  those  who  are  called  upon  to  deal  with  alcohol- 
ism professionally.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  Information 
about  some  aspect  of  alcoholism,  you  are  Invited 
to  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontario. 


alcoholism 
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Foundation  Research  Yields  New  Drug 

Citrated  Calcium  Carhimide  Found  Useful 
Lacks  Some  of  Disulfiram^s  Side-Effects 


By  J.  K.  W.  Ferguson,  Ai.D.^ 


IN  1953  an  investigation  was  be- 
gun with  support  from  the  Alco- 
holism Research  Foundation  of  On- 
tario, to  find  a drug  which,  like 
disulfiram  ( Antabuse ),i  would  ren- 
der the  effect  of  alcohol  unpleasant 
to  the  drinker  but  which  might  be 
free  from  some  of  the  reported  dis- 
agreeable side-effects  which  now 
discourage  some  patients  from  con- 
tinuing its  use 


Substances  containing  sulfur^ 
were  not  investigated,  since  it  seem- 
ed likely  that  any  of  these  would 
impart  an  unpleasant  odor  to  the 
breath  or  perspiration  or  cause  an 
unpleasant  taste  in  the  mouth,  all 
of  which  have  been  grounds  for 
complaint  against  disulfiram.  Car- 
bimide  (cyanamide)  was  one  com- 
pound known  to  alter  the  effects  of 
ethyl  alcohol  but  which  would  be 


*Dr.  Ferguson  is  Professor  of  Pharmacology  and  Director  of  the  Connaught 
Medical  Research  Laboratories^  University  of  Toronto,  He  is  also  chairman  of 
the  medical  advisory  hoard.  Alcoholism  Research  Foundation. 
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BROOKSIDE  CLINIC  TRIALS  OF  CCC 

Two  groups  of  patients  were  compared  — 19  who  started  on  the 
new  drug  (13  on  50  mg.  daily,  and  six  on  lOOmg.  daily),  and  33 
who  started  on  disulfiram  during  the  same  period.  Of  the  33  on 
disulfiram,  only  17  returned  for  evaluation  beyond  a few  days’  in- 
itial observation  in  hospital.  Follow-up  was  more  satisfactory  with 
the  CCC  group,  possibly  because  of  the  very  fact  that  this  is  a new 
and  interesting  drug. 

This  experience  may  indicate  the  need  for  a carefully  controlled, 
long  term  study  of  CCC,  using  disulfiram  and  a placebo  for  com- 
parison in  a blind  study.  There  has  been  reason  to  suspect  that  many 
of  the  side-effects  reported  by  patients  on  disulfiram  are  the  result 
of  suggestion  in  the  patients  reporting  them. 

CCC  would  seem  to  have  a useful  place  as  one  of  the  protective 
group  of  drugs  in  the  treatment  of  alcoholism. 

— John  D.  Armstrong,  M.D.  and 
Hugh  T.  Kerr,  M.B. 


unlikely  to  decompose  into  mal- 
odorous substances;  and  it  offered 
a further  advantage  in  that  its  com- 
pounds had  been  used  industrially 
for  many  years  with  remarkably  few 
toxic  effects  — apart  from  that  of 
inducing  a disagreeable  reaction  to 
alcoholic  beverages. 

Nature  of  the  Reaction 
The  syndrome  caused  by  alcohol 
after  carbimide  has  been  called 
"mal  rouge”.  It  is  characterized  by 
intense  flushing  of  the  face  and 
neck,  and  often  of  the  whole  body, 
accompanied  by  a rapid  pulse,  a 
pounding  heart,  and  panting  respir- 
ation. At  this  stage  acetaldehyde 
can  be  tasted  or  smelt  by  the  sub- 
ject on  his  own  breath.  Nausea  and 
vomiting  sometimes  follow,  and  in 


more  severe  reactions,  a precipitous 
fall  in  blood  pressure  may  occur, 
particularly  if  the  patient  attempts 
to  sit  up  or  stand  up.  The  severity 
of  the  reaction  depends  upon  the 
amount  of  carbimide  in  the  system 
and  the  amount  of  alcohol  taken. 
A severe  reaction  is  a terrifying  ex- 
perience, but  the  more  dramatic 
symptoms  usually  subside  in  a few 
hours  and  the  patient  is  usually 
none  the  worse  after  24  hours. 

Carbimide  itself  is  not  suitable 
for  use  as  a drug  because  it  is  too 
hard  to  obtain  in  quantity,  in  a 
pure  state,  and  because  it  is  too  un- 
stable. For  this  reason  a number 
of  compounds  of  carbimide  were 
investigated.* 

Tests  for  activity  were  done  for 


* Kindly  supplied  by  the  American  Cyanamid  Co,,  Stamford,  Conn, 


BELL  CLINIC  TRIALS  OF  CCC 

Sixty-four  patients  were  given  citrated  calcium  carbimide 
(CCC)  in  doses  of  50  mg.  daily  by  mouth,  as  a substitute  for  disul- 
firam;  26  had  previously  had  disulfiram  and  23  of  them  had  had 
unpleasant  side-effects.  None  of  the  64  patients  had  these  effects 
with  CCC,  though  two  discontinued  the  drug  for  other  reasons. 
Results  of  a test  dose  of  alcohol  were  similar  to  disulfiram  reactions. 
Protection  with  CCC  is  spontaneous  but  there  is  no  carryover  on 
stopping  the  drug. 

— R.  Gordon  Bell,  M.D. 


the  most  part  on  animals,  but  from 
time  to  time  these  were  confirmed 
by  tests  on  human  volunteers.  The 
criteria  for  activity  in  animals  were: 
(1)  Measurement  of  acetaldehyde 
in  the  blood  of  rabbits,  rats  and 
mice  by  the  method  of  Burbridge, 
Hine,  and  Schick^.  (2)  Measure- 
ment of  "bleeding  weight”  in  rats 
and  mice  6,7, 8, 9.  Xhis  reaction  prov- 
ed to  be  a more  reliable  indicator 
of  a typical  reaction  on  humans 
than  did  the  elevation  of  blood 
acetaldehyde  alone. 

For  the  tests  on  humans  it  was 
important  to  keep  the  dose  of  eth- 
anol small,  so  that  the  reaction 
would  be  definite  but  not  so  severe 
that  the  subject  would  be  discour- 
aged from  trying  it  again.  A good 
test  dose  is  15  cc.  of  ethanol  diluted 
with  water  and  taken  on  an  empty 
stomach.  The  onset  of  the  reaction 
is  fairly  rapid  (in  about  10  min- 
utes) and  it  is  over  in  30  to  45  min- 
utes. After  a meal  the  reaction  to 
the  same  dose  of  alcohol  is  delayed. 
There  is  then  a temptation  to  take 
another  drink  or  two;  but  if  this  is 


done  the  reaction  that  finally  de- 
velops may  be  unpleasantly  severe 
and  prolonged. 

Calcium  Carbimide  Chosen 

A number  of  derivatives  of  car- 
bimide were  thoroughly  tested  and 
for  various  reasons  discarded.  Cal- 
cium carbimide  was  tolerated  if 
taken  in  acidified  solution,  but  gave 
rise  to  vaguely  unpleasant  sensa- 
tions which  passed  off  in  about  one 
hour.  These  sensations  were  attri- 
buted to  effects  of  carbimide  on  the 
central  nervous  system  when  the 
drug  was  absorbed  too  rapidly. 
They  were  reduced  or  eliminated 
when  the  drug  was  administered  in 
a tablet  specially  designed  to  re- 
lease it  slowly. 

A dose  of  50  mg.  of  calcium  car- 
bimide, followed  in  three  to  15 
hours  by  a test  dose  of  alcohol, 
was  found  on  several  occasions  by 
the  writer  to  give  rise  to  sharp  re- 
actions. When  ethanol  in  doses  up 
to  50  cc.  was  taken  24  hours  after 
the  carbimide,  the  reaction  was  very 
mild.  When  the  dose  of  calcium 
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carbimide  was  increased  to  100  mg., 
two  subjects  experienced  definite 
reactions  to  test  doses  of  alcohol  30 
and  36  hours  after  taking  the 
carbimide. 

How  It  Works 

The  oxidation  of  ethanol  in  the 
body  proceeds  by  steps.  One  of 
these  is  oxidation  to  acetaldehyde. 
The  amount  of  acetaldehyde  in  nor- 
mal human  blood  is  scarcely  detect- 
able (less  than  0.05  mg.  per  100 
cc.).  After  ingestion  of  an  alco- 
holic beverage,  the  blood  acetalde- 
hyde increases  to  figures  of  0.2  to 
0.4  mg.  per  100  cc.  or  even  higher. 
If  disulfiram  or  carbimide  is  given 
in  suitable  doses  before  the  alco- 
holic beverage,  the  blood  acetalde- 
hyde rises  to  much  higher  levels^o,ii. 
Disulfiram  and  carbimide  inhibit 
one  or  more  enzymes  which  are  re- 
quired to  oxidize  acetaldehyde^^js^ 
Asmussen,  Hald,  and  Larsen^^  con- 
cluded that  the  typical  effects  of 
disulfiram  followed  by  alcohol 
(vasodilatation,  tachycardia,  and 
hyperpnea)  were  due  simply  to  the 
increased  concentration  of  acetalde- 
hyde. It  now  seems  that  this  is  not 
the  whole  story^’H.  The  sensitizing 
drugs  not  only  cause  an  accumula- 
tion of  acetaldehyde  following  the 
ingestion  of  alcohol  but  may  also 
cause  an  altered  vascular  reaction 
to  acetaldehyde. 

Calcium  carbimide  dissolves  only 
slowly  in  water  and  with  decompo- 
sition to  form  ammonia.  The  for- 
mation of  ammonia  can  be  prevent- 
ed by  dissolving  the  calcium  carbi- 
mide in  an  acid  solution.  For  use 


as  a drug  it  is  necessary  to  present 
the  calcium  carbimide  with  suffi- 
cient acid  to  neutralize  the  calcium 
and  provide  additional  acid  to  keep 
the  pH  of  the  medium  below  4 or 
5.  Citric  acid  in  two  parts  by 
weight  to  one  of  calcium  carbimide 
was  found  suitable. 

Medicinal  Grades  Only 

At  this  point  a warning  must  be 
given  against  the  use  for  medicinal 
purposes  of  technical  grades  of  cal- 
cium carbimide  (calcium  cyana- 
mide).  The  technical  grades  have 
been  found  to  contain  many  dang- 
erous impurities  including  cyanides. 
Highly  purified  calcium  carbimide 
was  kindly  prepared  for  us  by 
North  American  Cyanamid  Ltd., 
Niagara  Falls,  Ont.  It  contained  96 
to  98  per  cent  of  calcium  carbimide, 
the  residue  being  mainly  calcium 
carbonate. 

It  was  mentioned  earlier  that 
rapid  absorption  of  carbimide  from 
the  alimentary  tract  may  produce 
unpleasant  sensations  which  are  not 
easily  described.  To  avoid  these  it 
was  necessary  to  incorporate  cal- 
cium carbimide  and  citric  acid  in  a 
slow-release  tablet.  Such  a tablet 
was  developed  by  Lederle  Labora- 
tories Inc.,  Pearl  River,  N.Y.  It  is 
important  to  distinguish  between  a 
slow-release  tablet  and  a slowly  dis- 
integrating one.  In  the  earlier 
stages  of  development,  a tablet  was 
produced  which  disintegrated  very 
slowly  but  which  allowed,  much 
more  rapidly,  the  leaching  out  of 
the  carbimide.  With  this  tablet, 
the  sensations  characteristic  of  rapid 


absorption  of  carbimide  were  all 
too  evident.  The  name  Temposil* 
has  been  given  to  this  preparation 
of  purified  calcium  carbimide  with 
citric  acid  in  a slow-release  tablet, 
each  containing  (at  present)  50 
mg.  of  calcium  carbimide. 

No  Unsupervised  Use! 

Subjects  who  have  experienced 
the  effects  of  disulfiram  and  alcohol 
and  of  carbimide  and  alcohol  could 
not  see  any  difference  between 
them.  For  this  reason,  the  same 
warnings  which  apply  to  the  use  of 
disulfiram  should  be  applied  to 
citrated  calcium  carbimide.  Frivo- 


lous or  unsupervised  use  of  either 
drug  must  not  be  tolerated ! On  the 
other  hand,  it  is  expected  that 
citrated  calcium  carbimide,  used  un- 
der medical  supervision  will  be  safe 
and  free  from  many  troublesome 
side-effects  of  disulfiram. 

Clinical  trials  of  Temposil  are 
in  progress  in  the  Bell  Clinic,  Wil- 
lowdale,  Ont.,  and  at  Brookside 
Clinic,  Toronto.  Summaries  of  their 
preliminary  reports  are  published 
herewith.  (A  more  complete  ac- 
count of  this  drug  and  its  clinical 
trials  is  published  in  the  May  15, 
1956  issue  of  the  Canadian  Medical 
Association  Journal.) 


***TemposiV*  is  a name  registered  by  Lederle  Laboratories , Inc. 
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Resistant  Alcoholic  Demands  Study 


European  Experience  May  Offer  Clue 
To  Protection  of  Family,  Community 


In  his  annual  report  for  the  year  1955,  H.  David  Archibald,  execu- 
tive  director  of  the  Alcoholism  Research  Foundation,  made  spe- 
cial mention  of  two  major  problems  — (1)  The  alcoholic  who  is 
particularly  resistant  to  treatment;  and  (2)  The  alcoholic  driver. 
His  comments  on  the  first  of  these  follow : 


^ROM  studies  conducted  by 
this  Foundation  it  is  now 
clear  that  a very  small  percentage 
(seven  per  cent)  of  the  total 
number  of  alcoholics  in  Ontario 
are  receiving,  or  have  received, 
treatment  of  any  kind — whether 
from  a special  clinic.  Alcoholics 
Anonymous,  family  physician,  or 
otherwise.  Part  of  the  problem  is 
the  severe  shortage  of  treatment 
services.  Another  difficulty  is  that 
information  about  the  nature  of 


alcoholism  has  not  yet  become 
general  knowledge,  with  the 
result  that  the  problem  drinker 
may  not  be  aware  of  his  deteri- 
orating condition. 

Action  Is  Needed 

^'Another  part  of  the  problem, 
however,  is  the  reasonably  large 
percentage  of  alcoholics  who  re- 
fuse or  defy  any  effort  toward 
treatment  and  who  persist  in 
excessive  consumption  of  alco- 
holic beverages  despite  disastrous 


consequences  to  themselves  and 
their  families.  It  can  be  argued 
that  such  morbid  behavior  in  a 
democratic  society  is  a person's 
own  prerogative.  When  such 
behavior  reaches  the  point  of 
endangering  the  lives  of  spouse 
and  children  in  a household, 
however,  some  immediate  reme- 
dial and  protective  action  by  out- 
side authorities  is  necessary. 

“Under  existing  procedures, 
such  action  is  extremely  difficult. 
The  usual  process  requires  the 
spouse  to  take  legal  action  to 
have  the  wife  or  husband  com- 
mitted to  a mental  hospital  or 
brought  before  the  court  on  a 
criminal  charge.  In  either  case 
the  spouse  is  understandably  re- 
luctant to  take  the  necessary 
action. 

“The  medical  and  legal  aspects 
of  this  phase  of  the  problem  of 
alcoholism  were  considered  re- 
cently in  a panel  discussion 
presented  to  the  Medico  -Legal 
Society  in  Toronto.  In  this  dis- 
cussion it  was  recommended  that 
a special  institution,  plus  more 
expeditious  arrangements  for 
committal,  were  required  for  the 


treatment  of  the  resistant  alco- 
holic. (Special  attention  should 
be  given  to  European  experience, 
particularly  in  Switzerland,  in 
dealing  with  this  section  of  the 
problem.)  Such  an  institution 
would  permit  intensive  treatment 
for  those  patients  who  are  unable 
to  take  advantage  of  the  existing 
community  services  where  the 
patient  must  voluntarily  seek 
help.  It  is  presumed  that  such  an 
institution  would  also  accept 
many  of  the  alcoholics  that  at 
present  are  adding  greatly  to  the 
problem  of  over-crowding  in  our 
mental  hospitals. 

Study  Is  Required 

“There  are  many  legal  as  well 
as  medical  problems  involved  in 
a proposal  such  as  the  above. 
Whether  or  not  the  proposal  is 
practical  is  a matter  for  those 
who  frame  our  legislation  to 
decide.  It  is  clear,  however,  that 
the  problem  of  the  resistant  alco- 
holic who  is  endangering  his 
spouse,  family  and  community  is 
a matter  requiring  intensive 
study  with  a view  to  remedial 
action." 


ALCOHOL  AND  ROAD  TRAFFIC  REPORT 

''Proceedings  of  the  Second  International  Conference  on  Alcohol  and  Road  Traf- 
fic** are  now  available  in  book  form  from  the  Alcoholism  Research  Foundation,  9 
Bedford  Road,  Toronto  5,  Canada. 

This  is  a 167-page  report  on  a conference  held  in  Toronto  in  1953,  and  it  includes 
papers  by  leading  scientists  working  in  this  field. 


When  Volition  Is  Wholly  Against  Help 


Combined  Treatment  and  Legal  Arrangements 
May  Be  What  Patient  and  Family  Both  Need 


Aldwyn  B.  Stokes,  B.M.,  professor  of  psychiatry.  University  of 
Toronto,  served  as  moderator  of  a symposium  on  **The  Incorrigible 
Alcoholi&\  presented  earlier  this  year  before  the  Medico-Legal 
Society  of  Toronto,  Here  is  how  he  posed  the  problem: 


^"T^HE  problem  to  be  considered  is 
not  the  general  problem  of  the 
alcoholic  but  a particular  aspect  of 
that  general  problem.  The  particu- 
lar aspect  is  brought  into  focus  by 
the  word  "incorrigible’*  which  the 
panel  prefers  to  the  word  "obstrep- 
erous” in  the  theme  title  "What  to 
do  with  the  incorrigible  alcoholic?” 
Yet  the  word  "incorrigible”  is  not 
quite  right  either:  it  gives  the  no- 
tion of  resistant  and  defiant  which 
is  what  the  panel  wanted  to  con- 
vey: it  gives  also  the  notion  of  a 
developed  or  built  up  resistance  to 
any  measures  helpful  for  rehabili- 
tation: but  on  the  other  hand  it 
implies,  too  greatly,  an  inevitabil- 
ity of  untoward  outcome.  If  this 
implication  is  not  brought  into  spe- 
cial prominence  we  can  relate  our 
thinking  to  the  social  problem  of 
person  who  shows  morbid  be- 
haviour consisting  of  continually 
repeated  excessive  consumption  of 
alcoholic  drinks,  despite  the  disas- 


trous consequences  for  health,  fam- 
ily life  and  career,  and  ^who  refuses 
or  defies  his  own  or  others  efforts 
towards  corrections*^ 

Problem  From  Society 

Such  a person  does  not  come  into 
being  suddenly  as  a consequence  of 
some  malignant  quality,  inherited, 
or  manufactured  in  a moment  of 
time.  In  contrast  he  (or  she)  has 
developed  into  what  he  has  become 
slowly  and  insidiously  over  the 
years.  His  problem  emerges  from 
the  matrix  of  society  through  vari- 
ous stages — the  "good  fun”  social 
drinker,  the  heavy  social  drinker 
who  is  more  than  an  occasional 
nuisance,  the  problem  drinker  who 
may  be  aware  of  his  difficulties  and 
seeks  help  in  regard  to  them,  the 
habitual  drinker  who  is  criticised 
and  admonished  by  business  part- 
ners and  relatives,  to  the  culmin- 
ation of  an  intractable  state  of  mind 
which  perversely  demands  liquor 
and  more  liquor. 


It  is  important  to  recognize  the 
emergence  by  some  such  stages  of 
our  particular  problem  from  the 
general  problem  of  all  patterns  of 
drinking.  It  is  a characteristic  of 
the  trend  that  at  each  stage  there  is 
a resistance  to  the  idea  of  'any- 
thing wrong’'  and  a negation  of  the 
"need  for  help”.  But  up  to  the 
final  stage,  although  'continuously 
hardening,  the  resistance  and  de- 
nial are  never  so  strong  that  some 
forces  of  moral  or  personal  suasion 
might  not  be  successful  in  guiding 
the  individual  towards  a voluntarily 
assumed  treatment  circumstance.  All 
the  social  and  medical  arrangements 
to  help  the  alcoholic  make  use  of 
such  a voluntarily  expressed  need. 
But  where  volition  is  wholly  against 
treatment  or  help,  then  it  is  that 
we  are  confronted  as  citizens,  as 
doctors,  as  lawyers  with  the  gravest 
of  difficulties. 

Social  Sanctions  Sought 

As  citizens  we  cannot  but  be 
aware  of  the  disruptive  effects  on 
the  family  life  involving  spouse 
and  children  in  the  angry,  violent, 
destructive  assaults  of  the  home- 
bound  drunkard,  who  refuses  treat- 
ment, and  who  by  such  refusal  de- 
stroys all  hope  of  a future  rehabili- 
tation. As  physicians  we  know  that 
medical  action  is  impossible  where 
control  cannot  be  exercised : we 
may  have  tried  over  and  over  again, 
but  in  vain,  to  touch  off  some  new 
intent  to  accept  a treatment  situa- 
tion. Crises  recur,  sometimes  with 
life  in  jeopardy,  oftentimes  with 
irreparable  effects  on  spiritual,  men- 


tal and  physical  health.  The  only 
recourse  is  to  some  form  of  social 
sanctions. 

But  here  the  lawyers  will  have 
experienced  a special  characteristic 
of  the  resistant,  defiant  alcoholic 
namely  that  in  defence  of  his  own 
right  to  be  free  to  drink  he  will 
"pull  himself  together”  temporar- 
ily but  sufficiently  to  meet  the  threat 
of  legal  action.  It  is  this  character- 
istic which  prejudices  direct  action 
by  the  police  or  more  indirect  ac- 
tion in  the  courts,  particularly  when 
the  spouse  or  children  cannot  be  too 
active  in  their  testimony  for  fear  of 
the  consequences  if  their  plea  fails. 
Paradoxical  Situation 

This  is  the  situation  to  which  we 
must  give  our  thought,  to  release 


"We  know  that  a major  step  in 
the  prevention  of  other  diseases 
has  been  the  establishment  of 
regulations  to  insist  on  the  treat- 
ment of  those  who  ore  resistant 
or  indifferent  or  irresponsible,  in 
order  to  prevent  widespread 
damage  to  the  community.  Al- 
coholism is  not  infectious,  but  it 
is  no  less  damaging  in  its  effects 
on  the  individual  and  his  society. 
Alcoholism  is,  therefore,  a public 
health  problem  of  major  propor- 
tions. We  must  give  earnest 
and  responsible  consideration  to 
methods  of  control  and  prevention 
of  this  disease.  With  increasing 
research  our  treatment  methods 
will  continue  to  improve.  We  also 
need  adequate  laws  so  that  we 
may  insist  on  effective  treatment 
of  those  who  do  not  take  the 
responsibility  for  themselves."' 

— John  D.  Armstrong,  M.D. 
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the  family  of  an  incorrigible  alco- 
holic from  both  an  intolerable 
handicap  and  an  intolerable  respon- 
sibility, and  to  effect  that  release 
quickly,  smoothly,  without  disas- 
trous secondary  consequences.  The 


paradox  of  such  a situation  is  that 
the  incorrigible  alcoholic,  in  his 
drink-free  state  of  mind,  would 
seek  such  a release  for  himself  also 
so  long  as  the  treatment  facilities 
match  the  legal  arrangements. 


Reprints  of  the  complete  Medico-Legal  Symposium,  as  originally  published  in  the 
Ontario  Medical  Review  are  available  on  request  from  the  Alcoholism  Research 
Foundation,  9 Bedford  Road,  Toronto  5, 


Compulsory  vs.  Voluntary  Treatment 

Accepted  Concepts  of  Motivation 
Should  Be  Subjected  To  Scrutiny 


IN  the  literature  on  the  treat- 
ment of  alcoholics,  the  opinion 
has  been  constantly  reiterated 
that  the  patient  must  willingly 
seek  treatment.  Excessive  drink- 
ing in  itself  is  a rebellious  form 
of  behavior.  It  has  therefore 
seemed  self-evident  that  any 
therapy  undertaken  without  the 
alcoholic's  full  cooperation  was 
bound  to  fail.  This  idea  is  rein- 
forced by  the  tendency  to  relapse 
even  among  groups  of  wholly 
willing  patients. 

A small  number  of  therapists, 
however,  hold  that  good  results 
can  also  be  achieved  with  com- 
pulsory treatment.  Sometimes  the 
successes  with  alcoholic  patients 
have  been  difficult  to  explain.  Is 
it  possible  that  any  form  of 
'Treatment” — even  mere  confine- 


ment and  enforced  abstention 
from  alcohol — will  help  a certain 
number  of  individuals? 

Few  Facts  Known 

As  a matter  of  fact,  very  little 
has  been  known  about  the  fate  of 
committed  alcoholics  once  they 
left  the  institution.  If  they  were 
not  readmitted  within  a few 
months  or  years,  it  was  possible 
that  (a)  they  were  "cured”;  (b) 
they  had  died;  (c)  they  had 
moved  to  another  part  of  the 
country;  (d)  they  were  managing 
to  stay  out  of  trouble,  at  least 
with  the  authorities.  In  short, 
anything  might  have  happened 
to  them.  Follow-up  studies  have 
been  rare,  since  they  are  difficult 
and  costly  to  carry  out. 

It  was  to  bring  some  light  into 


(Copyright  by  Journal  of  Studies  on  Alcohol,  Inc,,  New  Haven,  Conn.) 
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this  dark  corner  that  J.  Cowen 
undertook  a follow-up  of  a series 
of  alcoholics  committed  to  the 
State  Hospital  at  Raleigh,  N.C., 
six  years  after  their  discharge. 
One  hundred  consecutively  ad- 
mitted patients,  starting  January 
1,  1947,  were  used  as  subjects. 
'Treatment,'*  at  that  time  con- 
sisted only  of  custodial  care, 
apart  from  medical  aid  for  acute 
emergencies,  for  a period  of  60 
days. 

Only  54  of  the  100  inquiries 
sent  out  to  the  next-of-kin  met 
with  reply,  and  only  38  of 
these  gave  adequate  information. 
Nevertheless,  it  was  found  that 
six  of  the  former  patients  had 
remained  totally  abstinent  from 
alcohol  since  leaving  the  hospital 
and  another  19  had  shown  "un- 
equivocal improvement.”  By  the 
latter  term  is  meant  that  "at  least 
sufficient  restraint  in  drinking 
has  come  about  to  make  them 
once  more  effective  citizens.” 
Cowen  remarks:  "Even  should 
the  results  of  the  treatment  of 
volunteers  be  better,  it  is  still  of 
some  interest  that  as  many  as  25 
. . . have  undergone  a six-year 
period  of  improvement  following 
a few  months  of  abstention  under 
duress,  and  in  the  absence,  too, 
of  psychotherapy,  deconditioning, 
occupational  therapy,  or  follow- 
up at  mental  hygiene  clinics  after 
discharge.” 

The  above  statistics  of  im- 
provement are  admittedly  arrest- 
ing, considering  that  the  patients 


had  not  sought  treatment  and 
indeed  had  been  given  none  in 
the  usual  sense  of  the  term.  If  25 
of  100  alcoholic  patients  im- 
proved after  two  months  of 
compulsory  confinement  in  a 
state  hospital,  what  results  can  be 
expected  from  elaborate  indi- 
vidualized treatment  methods.^ 

Compulsory  Out-Patients 

A somewhat  different  study  is 
reported  by  L.  E.  Wexberg  (Al- 
coholic Rehabilitation  Program, 
Washington,  D.C.).  In  this  case, 
all  the  alcoholics  were  treated  in 
an  out-patient  clinic,  but  one 
group  had  volunteered  for  treat- 
ment and  the  other  group— the 
court-referred  cases  — had  been 
ordered  by  the  judge  to  attend 
the  clinic  for  three  months.  All 
the  patients  were  offered  the 
opportunity  to  participate  in 
group  and  recreational  therapy  in 
addition  to  getting  regular  medi- 
cal and  psychiatric  treatment. 

Among  a total  of  715  patients 
treated  between  1950  and  1952, 
there  were  about  30  per  cent 
failures  in  both  the  voluntary  and 
court-referred  cases.  Of  the  court 
cases,  61  per  cent  were  classified 
as  improved  (meaning  any  defi- 
nite decrease  in  the  amount  of 
drinking);  seven  per  cent  were 
considered  "much  improved”  (so- 
briety or  marked  decrease  of 
drinking  six  months  or  more 
after  treatment  started).  The 
court-referred  cases  as  a group 
attended  the  clinic  for  an  average 
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of  nine  months,  with  a range  of 
one  to  65  months,  although  only 
three  months  were  ordered  by 
the  judge.  The  number  of  their 
sessions  averaged  12,  with  a 
range  of  three  to  150. 

The  voluntary  group  were 
classified  as  50  per  cent  improved 
and  14  per  cent  '’much  im- 
proved.’' They  stayed  in  treat- 
ment longer — 17  months  on  the 
average — with  an  average  of  19 
treatment  sessions. 

Wexberg  believes  that  '’These 
comparisons  clearly  indicate  the 
better  motivation  in  the  volun- 
tary patients  . . . On  the  other 
hand,  there  is  the  somewhat  un- 
expected fact  that  the  number  of 
temporary  improvements  in  the 
drinking  pattern  is  61.2  per  cent 
in  the  court-referred  cases.  In- 
deed, this  relatively  high  propor- 
tion of  at  least  partial  success  in 
this  group  accounts  for  the  fact 
that  the  percentage  of  complete 
failures  is  about  the  same  in  both 
groups.” 

Possible  Explanations 

The  question  naturally  arises 
of  how  to  explain  these  successes 
with  non-voluntary  patients  in 
the  face  of  the  axiom  that  the 
alcoholic  must  have  a ’’sincere 
desire”  to  recover  before  treat- 
ment can  begin.  Wexberg  specu- 
lates that  the  high  rate  of 
temporary  improvement  in  his 
involuntary  cases  may  be  ’’due  to 
the  initially  strong  disciplinary 
pressure  exerted  by  the  referring 
judge.  The  court-referred  patient 


does  not  dare  to  go  right  back  to 
drinking  until  the  intimidating 
impression  of  judicial  procedure 
wears  off.”  In  the  meantime,  of 
course,  there  is  a chance  that  the 
psychiatric  treatment  will  start  to 
take  effect.  The  large  number 
who  continued  to  come  to  the 
clinic  after  the  term  prescribed 
by  the  court  is  noteworthy. 

Cowen  offers  several  possible 
explanations  for  the  phenomenon 
of  improvement  in  the  state  hos- 
pital patients:  (1)  Realization 
that  a life  without  alcohol  could 
be  tolerated.  (2)  Fear  of  being 
committed  again.  (3)  Fear  of 
deteriorating  to  the  degree  shown 
by  some  fellow  patients.  (4) 
Some  group  factor,  related  to  the 
patients  themselves,  or  to  the 
hospital  staff  and  routine,  or  to  a 
combination  of  these.  (5)  Some 
change  in  the  domestic  life  to 
which  the  patient  returned  after 
discharge.  (6)  A stimulus,  aris- 
ing out  of  the  hospital  experience, 
to  attend  meetings  of  Alcoholics 
Anonymous  or  some  similar 
group. 

The  Role  of  Fear 

It  will  be  noticed  that  Cowen’s 
second  and  third  explanations  are 
reminiscent  of  Wexberg’s  sup- 
position— namely,  that  fear  plays 
a strong  though  incalculable  role. 
This  theory  is  shared  by  E.  F. 
Morris  (Lamed  State  Hospital, 
Kansas),  who  says  of  the  alco- 
holic patient:  ’’Merely  being  in  a 
state  institution  where  he  sees  to 
what  levels  the  human  mind  can 
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deteriorate  if  proper  habits  of 
living  are  neglected  is  in  itself  a 
sermon  to  many,  and  they  often 
mention  this  phase  of  treatment 
and  its  benefits/* 

That  the  by-products  of  a 
strong  fear-reaction  should  be 
described  as  ^'benefits**  will  not 
be  agreed  to  by  many  therapists. 
But  according  to  Cowen,  it  is 
important  to  find  out  more  about 
this  question  since  *'all  workers 
in  the  field  of  alcoholism  keep 
insisting  that  fear  is  no  weapon 
to  use  against  the  problem 
drinker.  I have  seen  no  statistics 
to  support  this  oft-repeated  cry, 


which  is  usually  an  accompani- 
ment of  the  insistence  that  only 
those  alcoholics  who  seek  treat- 
ment voluntarily  can  benefit  by 
it.” 

Not  very  much  is  known  with 
certainty  to  back  up  either  side  of 
the  debate.  A few  quantitative 
studies,  however,  would  seem  to 
suggest  that  compulsory  treat- 
ment is  not  as  futile  as  has  gen- 
erally been  assumed.  The  one 
unequivocal  conclusion  concerns 
the  need  to  extend  this  research 
regarding  the  effects  of  treatment 
under  duress,  and  to  contrast  it 
with  follow-up  statistics  of  for- 
mer voluntary  patients. 
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How  Disulfiram  Can  Aid  In  Treatment 

Antabuse  Has  Been  Misunderstood 
— It  Is  No  ^^Cure^^  For  Alcoholism 


IN  PAPER  after  paper  in  the 
medical  literature  on  the  treat- 
ment of  alcoholism,  disulfiram  is 
mentioned  as  one  of  the  most  use- 
ful tools  available  to  the  therapist. 
(Trade  names  of  disulfiram  are 
Antabuse,  Alcophobin,  Abstynil, 
etc. ) . In  a number  of  papers,  how- 
ever, physicians  have  reported  little 
success  with  this  drug.  They  have 
given  it  to  the  alcoholic  patient  and 
he  has  remained  sober  some  while. 
But  after  a few  weeks  or  months  he 
stops  taking  the  tablets  daily.  Be- 
fore long  he  tries  drinking,  and  if 
he  is  not  lost  to  sight  it  turns  out 
that  he  is  again  getting  drunk. 

This  experience  has  led  some 
therapists  to  think  of  disulfiram  as 
ineffective.  Others  have  pointed 
out  that  the  drug  can  be  of  real 
help  in  controlling  alcoholism  but 
only  if  used  properly  and  in  com- 
bination with  deeper  measures. 

Accessibility  A Factor 

The  Swiss  psychiatrist  J.  Janner 
treated  124  alcoholics  with  disul- 
firam at  the  Basel  University  Clinic. 
He  was  able  to  follow  them  up  for 
at  least  a year,  and  some,  more  than 
three  years.  Half  of  them,  includ- 
ing half  of  the  18  women  in  the 
group,  were  either  decidedly  im- 
proved or  remained  completely  ab- 


stinent. In  analyzing  his  results 
Janner  found  a number  of  factors 
which  evidently  played  a part  in 
the  success  or  failure  of  his  treat- 
rnent.  For  example,  patients  be- 
tween 40  and  50  were  more  likely 
to  be  rehabilitated  than  those  in 
other  age  classes.  Married  patients, 
too,  responded  better  than  the 
single.  Especially  important  was 
the  accessibility  of  the  clinic  to  the 
patients.  Those  with  whom  con- 
tact could  not  be  maintained  easily 

— for  example,  patients  living  in 
outlying  areas  — had  a poorer 
chance  of  benefiting. 

Since  all  the  patients  received 
equal  treatment  as  far  as  disulfiram 
was  concerned,  Janner  points  to  the 
other  factors  in  the  clinical  pro- 
gram as  responsible  for  the  results 

— that  is,  the  educational  and 
psycho  - therapeutic  measures.  He 
concludes,  therefore,  that  disulfiram 
is  not  to  be  regarded  as  a ''physi- 
cal” treatment  of  alcoholism.  But 
this  does  not  imply  that  it  is  of  no 
effect.  On  the  contrary,  he  found  it 
distinctly  useful  as  a means  of  in- 
suring the  patient’s  temporary  ab- 
stinence. During  that  time  the  pro- 
cess of  treatment  that  really  affects 
the  alcoholism  could  be  started  and 
made  to  take  hold. 


(Copyright  by  Journal  of  Studies  on  Alcohol,  Inc.,  New  Haven,  Conn.) 
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This  view  of  the  helping  role  of 
disulfiram  appears  to  be  gaining 
adherents  among  therapists  all  over 
the  world.  It  is  confirmed  by  no 
less  an  authority  than  E.  Jacobsen, 
of  Copenhagen,  the  discoverer  of 
disulfiram.  Reviewing  what  has 
been  learned  in  world-wide  experi- 
ence with  this  drug  since  he  first 
introduced  '‘Antabuse”  in  1948,  he 
makes  the  following  observations: 

Helping  Role  Only 

"It  must  be  emphasized  that  di- 
sulfiram is  a remedy  that  prevents 
people  from  drinking  alcohol,  not  a 
drug  that  heals  alcoholism. ...  It  is 
important  to  keep  the  patients 
away  from  alcohol . . . until  psycho- 
therapy and  socio-therapy  have 
brought  the  patient  into  a fairly 
stable  state.”  Formerly,  he  notes, 
most  alcoholics  had  to  be  confined 
to  insure  this,  but  with  the  help  of 
disulfiram  the  period  of  internment 
can  often  be  shortened  and  in  fav- 
orable cases  even  omitted.  He  goes 
on:  "Of  course,  the  use  of  disul- 
firam does  not  mean  that  the  vari- 
ous forms  of  psycho-therapy,  the 
only  adequate  treatment,  should  be 
neglected.  On  the  contrary,  the 
more  intense  the  psycho-therapy, 
the  better  the  prospects  for  a suc- 
cessful treatment.  ...  Of  all  thera- 


peutic measures,  psych  o-therapy 
must  be  continued  for  the  longest 
time,  aiming  to  educate  the  patient 
to  live  a happy  life  without  alcohol 
and  without  disulfiram.” 

Jacobsen  emphasizes  one  advant- 
age in  using  disulfiram  as  an  ad- 
junct in  the  rehabilitation  of  alco- 
holics: It  allows  a therapeutic  pro- 
gram to  be  started  which  does  not 
interfere  seriously  with  the  every- 
day life  of  the  patient.  He  can  con- 
tinue to  work  and  earn.  In  sum- 
ming up,  he  concludes: 

Other  Therapy  Needed 

"It  must  be  stressed  that  disul- 
firam is  not  the  treatment  for  alco- 
holics, not  even  a treatment.  It  is 
to  be  regarded  only  as  an  adjunct 
that  must  be  used  together  with  all 
other  available  therapeutic 
remedies.” 

There  are  indications  that  some 
therapists  still  expect  a prescription 
for  "Antabuse”  tablets  to  cure  an 
alcoholic  of  his  disorder;  and  that 
a few  still  think  of  this  drug  as  a 
tool  which  can  "condition”  a pa- 
tient to  feel  disgust  for  alcohol. 
But  for  the  majority  of  experienced 
therapists  the  proper  role  of  disul- 
firam as  a useful  temporary  aid  in 
the  treatment  of  alcoholism  seems 
to  be  coming  into  clear  perspective. 
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You  Were  Asking  . . . 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

The  following  treatment  services  are  provided: 

a.  General  hospital  beds  for  the  acutely  intoxicated  patients. 

b.  A small  in-patient  service  for  continuing  care  and  treatment. 

c.  An  out-patient  clinic  for  after-care,  diagnosis  and  rehabilitation. 

HOW  DOES  ONE  USE  THESE  SERVICES? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Road,  Toronto,  WAInut 
3-2474  and  arrange  for  an  appointment.  Please  do  not  visit  the  clinic 
without  an  appointment.  If  you  have  a patient  in  need  an  desirous 
of  emergency  general  hospital  care,  telephone  WAlnut  3-2474.  Please 
be  mindful  of  the  fact  that  arrangement  for  a hospital  bed  must  be  made 
in  advance. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Ontario  who  has  a problem  with  alcohol.  All  that  is 
necessary  is  that  he  or  she  wants  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  ond  women  may  take  advantage  of  the  services  offered 
by  the  Foundation. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Payment  for  treatment  by  the  patient  is  regarded  as  an  important  part 
of  rehabilitation.  Escape  from  responsibility  has  been  recognized  as  a 
symptom  of  this  illness.  It  is  realized,  however,  that  some  patients  earn 
less  than  others,  and  therefore  a patient  is  allowed  to  pay  fee  over 
a period  of  time. 

HOW  MUCH  DOES  TREATMENT  COST? 

Brookside  Out-patient  Clinic  - A scale  of  fees  in  accordance  with 
patient's  financial  means. 

Brookside  In-patient  Service  - $1 0.00  per  day,  plus  cost  of  medications. 
General  hospital  in-patient  service  — charge  at  the  prevailing  general 
hospital  rates  (approximately  $7  per  day,  plus  (a)  cost  of  medications, 
and  (b)  a flat  rate  of  $1S  per  patient  to  cover  the  cost  of  special 
medical  care. 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  partially  covered  by  their 
insurance. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  special  provision  for  transportation  to  Toronto  or  to  branch 
services  in  London,  Ottawa,  and  Kingston.  Transportation  should  be 
arranged  locally. 
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Alcohol  in  Blood,  Breath  and  Saliva 

Drunkenness  Defined  By  Fact  and  Tests 
Can  Make  Law  Enforcement  More  Certain 


By  /.  K,  W,  Ferguson,  M.D.^ 


Alcohol  in  the  stomach  and 
upper  intestine  is  absorbed 
rapidly  into  the  blood.  It  is  then 
carried  through  the  liver  to  the 
heart.  From  the  right  side  of  the 
heart  the  blood  is  pumped 
through  the  lungs.  Here  a small 
part  of  the  alcohol  diffuses  out  of 
the  blood  into  the  air  of  the  lungs. 
The  amount  entering  the  lung  air 


is  proportional  to  the  concentration 
of  alcohol  in  the  blood.  The  con- 
centration of  alcohol  in  lung  air 
is  thus  a sensitive  indicator  of  the 
concentration  of  alcohol  in  the 
blood  which  leaves  the  lungs 
to  enter  the  left  side  of  the 
heart.^’2  From  the  left  side  of  the 
heart  the  blood  is  pumped 
through  the  arteries  to  all  parts 


*Dr.  Ferguson  is  Professor  of  Pharmacology  and  Director  of  the  Connaught  Medical 
Research  Laboratories,  University  of  Toronto,  He  is  also  chairman  of  the  medical 
advisory  board.  Alcoholism  Research  Foundation. 
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of  the  body  including  the  brain. 
To  know  the  concentration  of 
alcohol  to  which  the  brain  is 
exposed,  one  should  draw  samples 
of  blood  from  an  artery.  It  can 
be  done,  but  not  easily.  It  would 
not  be  practical  for  routine  pur- 
poses. The  same  information  can 
be  obtained  indirectly  from  the 
alcohol  content  of  exhaled  air. 

Samples  of  exhaled  air  are 
easy  to  obtain.  Their  analysis 
for  alcohol  has  been  made  pos- 
sible by  several  devices  which 
have  been  invented  during  recent 
years2*3.4  principle  and  in 

practice  breath  tests  provide  very 
rapidly  the  information  which  we 
want  to  know  for  medico-legal 
purposes,  i.e.,  the  concentration 
of  alcohol  in  the  blood  going  to 
the  brain.  What  relation  then  do 
breath  tests  bear  to  blood  tests 
for  alcohol  as  they  are  done 
ordinarily  7 

A Slow  Indicator 

Figures  for  ’’blood  alcohol” 
usually  refer,  at  least  in  this 
country,  to  the  alcohol  content  of 
venous  blood  drawn  from  a vein 
in  the  arm.  It  is  well  known 
that  for  about  an  hour  after 
drinking,  the  concentration  of 
alcohol  in  venous  blood  from  the 
arm  is  lower  than  that  in  the 
arterial  blood.  The  discrepancy  is 
quite  large  soon  after  drinking. 
It  becomes  less  as  time  passes, 
so  that  after  about  one  hour  the 
alcohol  levels  in  venous  blood 
become  almost  equal  to  those  in 
arterial  blood^. 


The  reason  for  the  discrepancy 
is  that  the  venous  blood  in  an 
arm  vein  has  just  come  through 
the  capillaries  of  the  hand  and 
arm.  In  its  passage  it  has  lost 
alcohol  to  the  tissues.  Eventually 
(after  about  an  hour),  the  rate 
of  loss  into  the  tissues  becomes 
slower  and  the  level  of  alcohol 
in  the  venous  blood  is  almost 
equal  to  that  in  the  arterial  blood. 
Breath  alcohol  on  the  other  hand 
reflects  the  arterial  blood  alcohol 
level  at  all  times.  It  follows  then 
that  figures  derived  from  breath 
tests  and  figures  from  venous 
blood  should  sometimes  disagree. 
When  they  do,  both  may  be  cor- 
rect. They  merely  require  differ- 
ent interpretation. 

Careful  Interpretation 

Terms  and  units  in  which  to 
express  breath  alcohol  require 
some  explanation.  The  simplest 
mode  of  expression  is  in  terms  of 
equivalent  concentrations  in  arterial 
blood.  In  practice,  the  latter  is 
usually  measured  indirectly  by 
analyses  of  venous  blood  one  or 
two  hours  after  drinking.  A con- 
version factor  must  be  determined 
empirically  for  each  method  of 
breath  testing.  This  mode  of  ex- 
pression has  the  obvious  advantage 
that  the  same  units  are  used  for 
reporting  breath  tests  and  blood 
tests  for  alcohol.  It  is,  however,  a 
simplification  which  may  be  mis- 
leading. The  possible  fallacy  is 
to  consider  the  venous  blood 
alcohol  as  being  more  accurate  or 
more  relevant.  It  isn’t.  Disagree- 


ment  between  breath  tests  and 
blood  tests  need  not  mean  that 
one  or  other  is  wrong.  Each  reflects 
a different  part  of  the  blood- 
stream. Each  can  convey  valid 
information  which  can  be  inter- 
preted reasonably. 

At  least  three  methods  or  sys- 
tems of  breath  testing  are  well 
known  on  this  continent  and  a 
fourth  is  undergoing  trials.  The 
three  older  methods  use  instru- 
ments which  are  known  respectively 
as,  the  Intoximeter,  the  Drunko- 
meter,  and  the  Alcometer.  The 
fourth  instrument  is  the  Breath- 
alyzer. All  four  methods  have  been 
tested  and  used  in  the  Department 
of  Pharmacology  of  the  University 
of  Toronto  during  the  last  eight 
years.  Each  method  has  certain 
advantages  and  certain  disadvan- 
tages. All  of  them  require  more 
training  and  understanding  to  use 
them  properly  than  is  required,  for 
example,  to  use  a stopwatch.  All 
of  them  when  properly  used, 
supply  valuable  information  suit- 
able for  reasonable  interpretation. 
Some  of  the  breath  tests  must  be 
done  in  a laboratory,  but  some  can 
be  done  in  a police  cruiser  or  in  an 
ordinary  police  station. 


Alcohol  concentrations  may  also 
be  measured  in  saliva.  The  salivary 
glands  receive  a rich  supply  of 
arterial  blood.  For  this  reason  the 
concentration  of  alcohol  in  saliva 
reflects  with  considerable  accuracy 
that  in  arterial  blood®.  The  analysis 
for  alcohol  in  saliva  presents  no 
special  problem.  The  method  used 
is  the  same  as  that  used  for  blood 
and  is  usually  performed  in  a 
laboratory.  Collection  of  samples 
of  saliva  is  sometimes  difflcult 
when  the  subject  is  drunk  but  it 
can  usually  be  done.  In  a large 
series  of  tests  under  conditions 
which  were  not  ideal  the  errors  of 
technique  favored  loss  of  alcohol 
from  the  sample  so  that  the  figures 
for  alcohol  content  were  a little 
lower  than  they  should  have  been. 
If  used  in  court  the  figures  would 
have  had  a small  error  in  favor  of 
the  accused. 

At  the  present  time  then  we 
have  many  methods  by  which  to 
analyze  for  alcohol  in  body  fluids. 
Many  of  these  require  no  drawing 
of  blood,  so  that  the  services  of  a 
medical  doctor  are  not  required. 
All  of  these  methods  provide 
measurements  of  reasonable  accur- 


BREAKDOWN  TAKES  TIME 

**A  breakdown  in  mental  or  emotional  health  doesn’t  just  happen.  It  is  not 
brought  on  by  a short  period  of  stress.  The  cause  itself  is  a process  — something 
that  moves  and  shapes  itself  in  the  passage  of  time.  Perhaps  heredity  and  culture, 
certainly  training  and  experience  in  childhood,  physical  health,  the  opportunity  to 
solve  problems,  all  have  a bearing  on  ultimate  emotional  stability.” 

— Dr.  W.  H.  Cruickshank. 
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acy  by  which  estimates  can  be  made 
of  the  amount  of  alcohol  in  a 
person  at  the  time  of  sampling. 
Two  independent  measurements, 
one  on  breath,  for  example,  and 
another  on  saliva  or  urine,  would 
provide  very  reliable  evidence.  Such 
chemical  tests  could  and  should  be 
used  more  freely  than  they  are,  if 
only  to  protect  persons  wrongly 
accused  of  intoxication. 

Possible  Injustices 

Many  thousands  of  persons  are 
convicted  in  Canada  each  year  of 
drunken  driving.  Only  a small 
proportion  of  these  receive  chemical 
tests.  It  would  be  surprising  if 
there  were  not  some  unjust  con- 
victions among  the  many  thousands 
secured  without  chemical  tests.  So 
many  ailments  can  resemble 
intoxication ! 

In  this  country  there  is  no  legal 
'‘load  limit”  for  alcohol  in  a driver. 
The  culpable  offence  is  to  be 
“impaired”  or  worse  still  “intoxi- 
cated”. The  definition  of  these 
terms  is  the  responsibility  of  our 
courts  of  law. 

When  Is  He  Drunk? 

Thus  the  very  meaning  of  the 
offence  is  a matter  of  opinion.  In 
some  jurisdictions  a figure  of  150 
mg.  of  alcohol  per  100  g.  of  blood 
is  accepted  as  sufficient  evidence 
of  intoxication  in  a driver.  Most 
people  having  that  concentration  of 
alcohol  in  the  blood  are  certainly 
not  fit  to  drive.  But  this  arbitrary 
figure  presents  difficulties.  In  the 
first  place  it  is  far  too  high  if  it 
is  regarded  as  an  allowable  limit 


for  most  people.  Many  persons 
become  relatively  dangerous  drivers 
at  blood-alcohol  levels  of  50  mg. 
per  100  g.'7»8,9^  On  the  other  hand 
it  is  not  hard  to  find  competent 
observers  who  can  testify  that  some 
persons  may  not  be  noticeably 
intoxicated  when  the  level  of 
alcohol  in  their  blood  is  much 
above  150  mg.  per  100  g.^®.  We 
must  face  the  fact  that  people  vary 
greatly  in  their  tolerance  to  alcohol. 

Question  ? Does  a high  tolerance 
to  alcohol  confer  on  an  individual 
the  right  to  drive  after  drinking 
12  or  15  ounces  of  whisky.^  Per- 
haps it  would,  if  this  abnormally 
high  tolerance  could  be  proved  with 
accuracy  and  above  all,  if  it  could 
be  guaranteed  to  be  durable.  High 
tolerances  are  frequently  seen  in 
heavy  drinkers,  during  that  pro- 
longed period  of  their  lives  which 
may  be  called  “pre-alcoholic”.  It 
is  characteristic  for  this  high  toler- 
ance to  disappear  suddenly.  It 
would  seem  unwise  in  the  interests 
of  public  safety  to  confer  special 
privileges  on  the  group  of  habit- 
ually heavy  drinkers.  Accident 
statistics  do  not  show  that  they 
deserve  it. 

Ineffective  Methods 

Severe  penalties  for  drunken 
driving  have  been  in  our  laws  for 
many  years.  They  do  not  seem  to 
be  effective  as  deterrents.  Two 
factors  may  explain  why.  In  the 
first  place,  the  more  severe  the 
penalty  the  more  difficult  it  is  to 
get  convictions.  The  accused  gets 
the  benefit  of  all  the  doubts.  They 
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are  often  numerous  when  the 
offence  is  so  much  a matter  of 
opinion.  In  the  second  place, 
severe  penalties  are  no  deterrent  to 
compulsive  drinkers!  With  76,000 
alcoholics  in  Ontario  alone  and 
many  more  "pre-alcoholics”  it  is 
easy  to  see  that  the  control  of 
drunken  driving  is  not  merely  a 
matter  of  law  enforcement. 

Law  enforcement  should,  how- 
ever, be  made  more  simple,  more 
certain,  and  more  factual.  Greater 
use  of  chemical  tests  will  help;  but 
only  if  the  offence  is  more  clearly 
defined  in  terms  of  the  amount  of 
alcohol  in  the  body.  Penalties 
graded  according  to  the  amount  of 
alcohol  in  the  body  would  be 
reasonable.  Penalties  for  minor 
offences  should  not  be  too  severe. 
They  should  become  more  severe 
after  repetition  of  the  offence. 

Such  measures  could  have  two 
benefits: 

1)  They  would  deter  those  of- 
fenders who  are  able  to  control 
their  drinking.  It  is  generally 
agreed  that  certainty  of  punish- 


ment is  much  more  effective 
than  severity. 

2)  They  would  allow  more  early 
recognition  of  those  offenders 
who  cannot  or  will  not  control 
their  drinking.  They  would 
encourage  such  persons  to 
accept  medical  treatment  and 
persist  with  it.  There  is  great 
sentimental  resistance  in  this 
country  against  compulsory 
treatment  of  alcoholism.  The 
public  may  not  continue  long 
to  be  sentimental  about  persons 
convicted  repeatedly  of  drunken 
driving.  They  are  potential 
killers. 

If  the  law  were  changed  to  make 
it  an  offence  to  drive  with  blood 
alcohol  levels  above  50  mg.  per  100 
g.,  what  would  it  mean  in  simple 
terms } It  would  mean  roughly 
that  one  should  not  drive  for  one 
or  two  hours  after  drinking  the 
equivalent  of  three  to  six  ounces 
of  present  day  whiskey.  "If  you 
drink,  don't  drive”  would  still  be 
a good  rule.  After  three  or  four 
drinks  it  is  easy  to  lose  count! 
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Looking  At  Private  Alcoholism  Clinics 

Practical  Qualifications  For  Sanatoria 


Deemed  Essential  In  Light  Of  Experience 

By  R,  Gordon  Bell,  M,D.* 


Alcohol  addiction  involves 
all  social  and  economic  levels 
within  our  society.  There  is  a very 
real  and  important  place  for  the 
properly  managed  private  sanitar- 
ium or  clinic.  Before  anyone  should 
contemplate  such  an  enterprise, 
however,  a number  of  points 
should  be  considered.  I shall  at- 
tempt to  summari2e  these. 

Location  Most  Important 

The  most  important  single  feat- 
ure concerning  the  location  of  a 
private  sanitarium  for  the  treat- 
ment of  alcoholics  should  be  that 
it  is  within  a one-half  hour  ambu- 
lance run  to  a recognized  general 
hospital.  Such  a location  should 
also  ensure  that  the  clinic  would 
be  able  to  obtain  the  services  of 
consultants  of  any  type,  as  requir- 
ed. Any  private  sanitarium  for  al- 
coholics that  undertakes  to  get 
started  on  any  other  basis  will  soon 
be  headed  for  serious  trouble. 

Of  course,  it  is  also  important  to 
investigate  ahead  of  time  the  muni- 
cipal and  provincial  or  state  legis- 


lation governing  the  operation  of 
such  a hospital.  If  the  hospital  can 
be  located  in  the  suburbs  without 
being  removed  too  far  from  the 
main  medical  centres,  all  well  and 
good.  I definitely  do  not  approve 
of  a private  sanitarium  or  hospital 
for  the  treatment  of  alcoholics  be- 
ing located  so  far  in  the  country 
that  medical  emergencies  could  not 
be  dealt  with  as  safely  as  if  they 
had  occurred  in  a general  hospital. 

Nursing  Staff  Vital 

The  medical  and  nursing  staff 
assuming  the  responsibility  for  both 
the  care  of  the  patient  upon  ad- 
mission and  the  after-care  program 
should  be  very  carefully  chosen. 
The  nursing  staff,  particularly, 
should  be  tolerant  and  understand- 
ing and  undisturbed  by  the  behav- 
ior of  the  patient  upon  admission. 
Competent  physicians  should  be  on 
call  at  all  times.  The  examination 
upon  admission  must  be  thorough 
enough  to  rule  out  the  possibility 
of  other  serious  medical  conditions. 
Within  the  past  year  at  our  clinic 


*Dr,  Bell  is  medical  director  of  The  Bell  Clinic^  Willowdale,  Ont.,  and  a member  of 
the  medical  advisory  hoard  of  the  Alcoholism  Research  Foundation.  This  paper  was 
originally  presented  to  the  annual  meeting  of  the  National  Committee  on  Alcoholism, 
New  York. 
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hitherto  undiagnosed  cases  of  dia- 
betes, diverticulitis,  epilepsy,  heart 
disease,  pneumonia  and  meningitis 
have  all  been  encountered. 

Get  Medical  History 
Before  treatment  is  instituted  an 
attempt  must  be  made  to  obtain  a 
medical  history.  It  is  particularly 
important  to  know  whether  the  pa- 
tient has  ever  had  heart  disease  or 
severe  head  injuries.  The  treatment 
of  intoxication  should  be  carried 
out  without  recourse  to  the  use  of 
drugs  to  which  the  patient  could 
become  addicted.  There  is  no 
longer  any  medical  justification  for 
either  a tapering  off  method  in 
treating  the  alcoholic,  or  for  the 
routine  administration  of  any  type 
of  depressant  or  narcotic. 

After-Care  Essential 
After  the  patient  has  undergone 
the  treatment  for  intoxication,  he 
should  be  very  carefully  examined. 
The  examination  should  include 
physical  examination,  laboratory 
tests,  psychological  examination  and 
social  investigation.  Varying 
amounts  of  disturbance  in  physical, 
mental  and  social  health  will  be 
discovered.  This  examination 
should  lead  to  the  establishment  of 
an  after-care  program  designed  to 
repair  the  damage  in  all  these 
areas,  as  much  as  possible.  This 
after-care  program,  which  should 
be  maintained  for  at  least  a two- 
year  period,  should  also  coincide 
with  a rehabilitation  program  de- 
signed to  assist  the  patient  in  at- 
taining freedom  from  his  abnormal 
dependence  on  alcohol.  In  my 


opinion,  no  private  institution 
should  be  licensed  to  treat  alco- 
holics until  it  is  prepared  to  in- 
stitute such  an  after-care  and  re- 
habilitation program. 

Even  in  a private  clinic  utilizing 
the  services  of  specialists  in  medi- 
cine or  psychiatry  as  indicated,  the 
cost  of  such  an  after-care  and  re- 
habilitation program  should  not  be 
great  and  over  the  period  of  a year 
should  represent  but  a fraction  of 
the  cost  of  the  patient's  drinking  in 
the  year  prior  to  coming  to  the 
clinic. 

Re-admission  Policy 

A modern  private  clinic  has  to 
establish  a definite  policy  on  re-ad- 
missions.  Regardless  of  whether  a 
patient  could  pay  for  further  hos- 
pitalization, we  feel  that  a private 
clinic  is  not  justified  in  accepting  a 
patient  for  re-admission  if  the  staff 
agrees  that  nothing  more  could  be 
done  for  that  patient  by  readmit- 
ting him.  Sometimes  the  first  ex- 
amination brings  to  light  definite 
evidence  of  organic  deterioration  of 
the  brain.  Rather  than  re-admit 
such  a patient,  the  clinic  should 
acquaint  the  family  of  the  fact  that 
the  patient  is  not  capable  of  par- 
ticipating in  a rehabilitation  pro- 
gram and  that  a more  permanent 
type  of  institutional  care  is  requir- 
ed. Unless  a private  clinic  comes  to 
be  regarded  as  an  institution  prim- 
arily concerned  with  rehabilitation 
and  not  as  a place  where  a patient 
can  get  "sobered  up”  safely  as 
often  as  he  wants  to,  every  feature 
of  the  operation  within  the  clinic 
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SOMETHING  EXCESSIVE 

**Your  husband  is  suffering  either  from  overwork  or  excessive  indulgence  in 
alcoholic  beverages.  It  is  difficult  to  say  which,*’  said  the  doctor. 

"Oh,  I’m  sure  it  must  be  overwork,”  replied  the  anxious  wife.  "Why,  he 
can’t  even  go  to  the  opera  without  hurrying  out  half  a dozen  times  during  the 
performance  to  telephone  one  of  his  business  partners.” 


will  be  jeopardized. 

The  private  clinic  should  estab- 
lish an  harmonious  working  rela- 
tionship with  any  government  spon- 
sored clinic  in  the  vicinity.  It  is 
the  responsibility  of  the  private 
clinic  to  outline  its  rate  structure  as 
clearly  as  possible  to  all  potential 
patients  and  to  point  out  to  them, 
when  necessary,  that  comparable 
treatment  could  be  available  at  less 
cost  through  a government  clinic, 
when  such  clinics  are  available.  This 
policy  is  also  very  important  from 
the  clinic’s  standpoint  because  it  is 
necessary  to  collect  one’s  fees  rou- 
tinely in  order  to  be  able  to  main- 
tain a low  enough  rate  structure  to 
have  the  clinic  accessible  to  a rea- 
sonable percentage  of  the  alcoholic 
population.  An  enlightened  mod- 
ern clinic  will  also  try  to  have 
many  of  its  patients  join  Alcoholics 
Anonymous.  It  is  important  to 
know  those  in  A. A.  who  could  fa- 
cilitate this  association. 

No  Secrets 

The  day  of  the  old  secret  form- 
ula has  long  since  passed.  If  a 
private  clinic  discovers  a method 
or  methods  which  appear  to  contri- 
bute significantly  to  the  recovery  of 
alcoholic  patients,  the  details  of 
such  methods  should  be  published 


in  the  appropriate  journals.  If  a 
private  clinic  is  doing  the  job  that 
it  is  supposed  to  do,  most  of  the  re- 
ferrals to  the  clinic  will  be  from 
physicians.  The  clinic  must  be  op- 
erated in  such  a way  that  it  would 
welcome  a visit  from  any  physician 
at  any  time  without  advance  notice. 
It  goes  without  saying  that  the 
clinic  should  prepare  a complete 
report  on  its  findings  in  each  case 
and  submit  this  report  to  the  re- 
ferring physician  as  soon  after  the 
patient’s  discharge  as  possible. 

No  private  clinic  for  the  treat- 
ment of  alcoholism  will  be  in  oper- 
ation very  long  today  before  it  is 
asked  to  deal  with  other  addictions, 
particularly  addictions  to  other  gen- 
eral depressants,  such  as  barbitur- 
ate drugs.  The  medical  and  nurs- 
ing staff  needs  to  know  how  to  deal 
with  such  cases  and  how  to  modify 
the  initial  treatment  as  required. 

Many  alcoholic  patients  will  turn 
out  to  have  multiple  addictions  and 
to  present  a more  serious  problem 
from  both  a treatment  and  rehabili- 
tation standpoint.  The  private 
clinic  needs  to  be  prepared  to  deal 
with  such  cases  if  it  is  to  fulfill  the 
role  in  the  community  expected  of 
it. 

Narcotic  addicts  need  to  be 


screened  very  carefully  before  they  stitution  primarily  dealing  with  ad- 
are  accepted  for  treatment  in  an  in-  dictions  to  general  depressants. 


Personality  May  Determine  Effect  of  Drugs 

Reactions  to  habit-forming  drugs  differ  widely  between 
well-balanced  persons  and  those  who  are  less  emotionally 
stable,  according  to  studies  reported  in  the  Journal  of  the  Ameri- 
can Medical  Association. 

John  M.  von  Felsinger,  Ph.D.,  Louis  Lasagna,  M.D.,  and 
Henry  K.  Beecher,  M.D.,  of  Harvard  Medical  School,  report  that 
socially  adjusted  persons  with  definite  aims  and  good  control  of 
their  emotions  displayed  ''typical”  reactions  to  drugs  given 
experimentally,  while  moody,  self-centered,  immature  and  inse- 
cure persons  had  almost  opposite  reactions. 

The  results  of  the  experiments  supported  earlier  theories 
that  personality  and  situation  may  be  important  in  an  individual 
reaction  to  a drug.  The  researchers  said  results  contradict  the 
textbook  descriptions  of  drugs  as  producing  the  same  results  in 
different  persons. 

They  suggested  that  the  sedating  drugs  probably  seem 
pleasant  to  poorly-adjusted  persons  because  they  tend  to  reduce 
primary  desires  such  as  hunger,  sex,  and  relief  of  pain.  They 
also  slow  down  inner  mechanisms  built  up  to  satisfy  real  or 
imagined  needs.  Stimulating  drugs  have  an  unpleasant  effect 
because  they  tend  to  exaggerate  rather  than  dull  these  desires. 

However,  an  unpleasant  reaction  may  soon  follow  a pleasant 
one  in  poorly-adjusted  persons.  The  researchers  said  this  is 
because  the  false  feeling  produced  by  the  drug  is  a threat  to  the 
personality’s  shaky  balance,  and  results  in  "fear  or  panic.” 

A well-balanced  person,  they  said,  might  handle  a stimulat- 
ing drug  without  disturbance  and  with  a pleasant  effect.  Sedating 
drugs  seem  unpleasant  to  normal  persons  because  they  are  "con- 
fusing” and  interfere  with  normal  functioning.  They  seem 
pleasant  to  the  less  balanced  person  because  they  bring  an  inter- 
mission from  tension. 

The  researchers  said  their  data  may  be  useful  in  the  problem 
of  drug  addiction.  So  far,  they  said,  no  study  (including  their 
own)  has  made  it  possible  to  predict  reliably  what  effect  drugs 
will  have  on  individuals.  However,  their  approach  may  make 
such  a study  more  feasible,  they  said. 
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Positive  View  Of  Alcoholism  In  1891 

Compulsory  Treatment  For  Chronic  Drunkards 
And  Special  Reformatories  Urged  In  Ontario 

By  'Richard  B.  S plane,  M.A.,  MS.W. 


The  interest  shown  in  the 
problems  of  alcoholism  in 
Ontario  during  the  latter  part  of 
the  19th  century  is  nowhere  bet- 
ter  illustrated  than  in  the  Report 
of  the  Royal  Commission  of 
1891.  This  commission,  appointed 
to  investigate  corrections  and 
charities  within  the  province,  de- 
voted considerable  attention  to 
alcoholism,  particularly  as  it 
affected  correctional  programs. 
Although  the  Report  of  the  Com- 
mission stands  as  one  of  Canada’s 
few  great  social  welfare  docu- 
ments it  has  been  largely  forgot- 
ten except  in  connection  with  the 
child  welfare  movement  to  which 
it  gave  a strong  impetus.  Its  find- 
ings concerning  alcoholism,  based 
as  they  were  on  an  extensive  and 
well-conducted  inquiry,  merit  re- 
examination in  our  own  time 
when  measures  not  wholly  for- 
eign to  those  advocated  by  the 
commission  are  being  carried  into 
effect. 

The  commission  drafted  four 
detailed  and  inter-related  recom- 
mendations on  alcoholism,  the 


key  one  calling  for  the  province 
to  '‘erect  in  the  centres  of  popula- 
tion one  or  more  reformatories 
for  inebriates”.  Every  such  re- 
formatory, the  commission  recom- 
mended, "should  be  chiefly  a 
hospital  having  for  its  main  ob- 
ject the  reclamation  of  drunkards 
and  the  cure  of  inebriety”.  Ad- 
mission or  rather  committal  to 
the  reformatory  would  be  on  a 
compulsory  basis  and  would 
apply  to  those  "who  have  been 
previously  convicted  of  drunken- 
ness three  times  within  two  years; 
such  other  persons  addicted  to 
the  use  of  strong  drink  as,  in  the 
opinion  of  the  county  judge  may 
be  reclaimed  by  timely  restraint 
and  judicious  treatment;  and 
those  who  may  be  compulsorily 
committed  to  an  inebriate  asylum 
under  the  provisions  of  the  In- 
ebriate Asylum  Act.”*  Commit- 
tal should  be  in  all  cases  for  a 
period  of  not  less  than  six 
months  and  might  be  for  as  much 
as  two  years  less  one  day.  After 
six  months,  in  the  case  of  the 
longer  sentences,  an  inmate  might 


*For  a description  of  this  Act  see  article  in  ALCOHOLISM  RESEARCH  April, 
1955. 
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’'be  permitted  to  return  home  on 
parole  if  he  has  given  satisfactory 
evidence  of  a sincere  desire  to 
live  soberly  and  of  strength  of 
mind  sufficient  to  enable  him  to 
keep  his  good  resolution'*. 

The  commission  did  not  by  any 
means  anticipate  that  the  pro- 
posed reformatory  would  achieve 
complete  success.  It  was  prepared 
to  see  a person  committed  to  the 
reformatory  up  to  three  times, 
each  time  for  a longer  term. 
After  that  a person  again  con- 
victed should  "'be  sentenced  to 
the  Central  Prison  for  the  full 
period  authorized  by  law”. 
Financed  By  Licences 

The  commission  recommended 
that  the  proposed  reformatory  be 
erected  ”out  of  funds  derived 
from  the  fees  for  provincial 
licences  (which  might  be  tempor- 
arily increased  for  that  purpose)” 
but  the  cost  of  maintenance 
would  be  defrayed  ”by  the  respec- 
tive municipalities  from  which 
the  inmates  are  sent”. 

The  reformatory  was  expected 
to  yield  some  revenue,  however, 
for  a feature  of  its  proposed  lay- 
out was  that  it  should  have 
attached  ”a  sufficient  area  of  good 
land  for  the  employment  of  the 
inmates  in  suitable  industrial 
occupations”.  The  commission 
suggested  that  the  industrial  in- 
come should  be  employed  for  two 
purposes:  the  support  of  families 
dependent  on  the  persons  con- 
fined and  for  the  creation  of  a 
fund  ”out  of  which  those  whose 


general  conduct  has  geen  good 
and  who  give  evidence  of  being 
reformed,  shall  be  assisted  in 
their  efforts  to  earn  a living  for 
a time  after  leaving  the  reforma- 
tory”. 

Langmuir  Chairman 

Of  no  less  interest  than  the  recom- 
mendations of  the  commission 
are  the  studies  and  enquiries  on 
which  they  were  based.  A com- 
ment is  first  required,  however, 
about  the  men  who  made  up  the 
commission.  The  chairman  was 
Mr.  J.W.  Langmuir,  the  secre- 
tary was  the  Honourable  T.W. 
Anglin,  and  the  other  members 
were  the  Honourable  Charles 
Drury,  Mr.  A.F.  Jury  and  Dr. 
A.M.  Rosebrugh.  The  first  and 
last  named  have  been  mentioned 
previously  in  articles  appearing 
in  ALCOHOLISM  RESEARCH. 
Dr.  Rosebrugh  was  referred  to  as 
the  medical  officer  of  the  Ontario 
Society  for  the  Reformation  of 
Inebriates  discussed  in  the  issue 
of  June,  1955  and  J.W.  Langmuir 
appeared  in  the  previous  issue  as 
the  one  who,  while  a public 
servant  of  the  Province  of  On- 
tario had  drafted  the  Inebriate 
Asylums  Act  and  had  all  but 
succeeded  in  having  the  province 
open  an  inebriate  hospital.  To 
the  chairmanship  of  the  Royal 
Commission  Langmuir  brought 
his  knowledge  of  public  admin- 
istration together  with  eight  years 
of  successful  business  experience 
as  general  manager  of  the  To- 
ronto General  Trusts  Limited. 
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The  chief  methods  used  by  the 
commission  to  explore  the  question 
of  alcoholism  as  it  related  to  cor- 
rections were  through  the  study  of 
existing  literature,  visits  to  Ameri- 
can institutions  (in  Massachusetts, 
New  York,  Michigan  and  Ohio) 
and  interviews  with  officials  in  the 
gaols  of  the  province. 

To  the  sheriffs,  gaolers  and  gaol 
surgeons  who  appeared  before 
them  in  five  centres  in  Ontario  the 
commissioners  addressed  nine  ques- 
tions on  alcoholism.  Four  related 
to  the  numbers  of  persons  com- 
mitted to  gaols  for  drunkenness, 
the  percentage  of  these  who  were 
habitual  or  confirmed  drunkards, 
and  the  degree  of  dependency  re- 
sulting from  their  drinking  habits. 
Other  questions  concerned  the  ef- 
fectiveness of  confinement  in  the 
local  gaols,  in  Mercer  and  in  the 
Central  Prison  and  the  possible  ef- 
fectiveness of  'confinement  in  an 
inebriate  asylum  or  some  other  in- 
stitution founded  for  that  purpose.’' 
Drunkenness  Fills  Gaols 

In  summarizing  the  evidence 
arising  from  its  examination  of  wit- 
nesses and  its  review  of  the  litera- 
ture the  commission  found  that 
"drunkenness  does  more  than  any 
other  cause  to  fill  the  gaols,  and  it 
unquestionably  does  much  to  re- 
cruit the  ranks  of  the  criminal 
classes.”  It  had  learned  that  about 
a third  of  those  confined  in  county 
gaols  in  the  previous  year  in  On- 
tario had  been  committed  for 


drunkenness.  This  proportion  was 
found  to  be  comparable  to  that  in 
a number  of  American  states 
though  somewhat  higher  than  that 
in  England  and  Wales. 

On  the  causes  of  drunkenness, 
its  effects  and  the  best  mode  of 
dealing  with  it,  the  commission  dis- 
covered, in  the  testimony  presented, 
considerable  differences  of  opinion 
as  well  as  some  areas  of  substantial 
agreement. 

^^Some  witnesses  thought 
drunke}272ess  a disease.  Even 
those  who  refused,  on  scientific 
grounds,^  so  to  regard  it,  thought 
that  the  drunkard  is  in  most 
cases  to  be  pitied  rather  than 
co72demned.  That  a love  of 
stimulants  and  a co72sequent  te72- 
de72cy  to  become  drunkards  is 
hereditary  is  a72  oph2ion  which 
we  fou72d  to  prevail  very  ge72er- 
ally.  That  some,  because  of  their 
peculiar  nervous  or ganizatio72 , or 
other  constitutio72al  weak72ess, 
become  victims  of  this  dreadful 
passio72  772ore  readily  than  others, 
and  having  falle72,  can  do  less  to 
rid  themselves  of  it,  was  gener- 
ally admitted.  Few,  if  a72y, 
thought  that  those  whose  offence 
is  drunken72ess,  should  be  treat- 
ed as  crhninals.  Many  who  fre- 
quently dri72k  to  excess  are  ami- 
able, inoffensive  a72d  industrious; 
when  sober  are  good  fathers, 
sons  a72d  brothers  a72d  even  when 
drunk  are  harmless.  Many,  not- 
withstanding their  occasio72al  out- 


"^'What  these  ** scientific  grounds*'  were  does  not  emerge  in  the  evidence;  there  are 
many  indications  elseivhere  that,  for  his  part,  Langmuir  held  the  view  that  alco- 
holism is  a disease. 
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breaks  do  7nuch  towards  support- 
ing their  wives  and  families.  To 
take  them  away  for  six  or  seven 
months,  even  for  the  purpose  of 
effecting  a cure,  would  be  to  in- 
flict much  suffering  on  those  who 
depend  on  them  for  their  daily 
bread/* 

It  was  this  group  of  alcoholics 
for  whom  the  commission  found 
planning  most  difficult.  A much 
simpler  case  was  that  of  "the  brutal 
ruffian  who  drinks  all  the  money 
he  can  get  hold  of  including  the 
earnings  of  his  wife  and  the  alms 
which  he  forces  his  children  to 
beg”.  On  appropriate  action  to 
take  concerning  him  and  concern- 
ing "the  sot  who  is  never  sober  and 
who  spends  an  utterly  worthless 
and  useless  existence”  the  commis- 
sion found  general  agreement 
among  those  who  testified:  "they 
should  be  locked  up  as  long  as  may 
be  necessary  where  they  could  do 
no  harm  to  themselves  or  anyone 
else”. 

Jail  Urged  For  Some 

Lengthy  incarceration,  alike  for 
those  alcoholics  who  offered  fair 
hope  of  reclamation  and  for  those 
who  did  not,  appeared  to  be  the 
policy  to  which  the  testimony  pre- 
sented to  the  commission  pointed. 
In  discussing  the  supposedly  bad 
effect  of  short  sentences,  however, 
the  commission  seemed  to  be  some- 
what inconsistent.  At  one  point  it 
had  this  to  say: 

*Tt  is  admitted  on  all  sides 
that  the  present  mode  of  dealing 
with  those  arrested  for  drunken- 


ness is  not  effectual  as  a means 
of  preventing  drunkenness  and 
that  as  a means  of  reclaiming 
those  who  have  become  addicted 
to  the  use  of  strong  drink  it  is 
an  utter  failure.  The  imposition 
again  and  again  of  a paltry  fine 
with  the  alternative  of  a few 
days,  or  a few  weeks  imprison- 
ment has  no  serious  effect  either 
reformatory  or  deterrent,  and  a 
cry  against  this  absurd  system 
has  arisen  in  every  country  in 
which  drunkenness  is  prevalent.** 
But  at  another  point  the  com- 
mission expressed  a rather  differ- 
ent view: 

^'Of  those  who  have  not  be- 
come the  slaves  of  alcohol,  im- 
prisonment, even  as  now  man- 
aged, has  a deterrent  effect.  Of 
those  arrested  for  drunkenness, 
calculating  not  the  number  of 
arrests,  but  the  number  of  persons 
arrested,  more  than  one  half  do 
not  subject  themselves  to  arrest 
a second  time.  Those  who  feel 
the  shame  and  disgrace  of  the 
position  avoid  it  thereafter.  Even 
of  those  who  are  twice  arrested, 
a large  proportion  afterwards 
avoid  gaols  and  lockups.** 

The  real  problem  was  presented 
by  those  passed  beyond  this  stage 
and  became  "utterly  case-hardened, 
shameless  and  indifferent.”  For 
them,  according  to  the  testimony 
presented  by  the  penal  officials,  "the 
gaols  as  at  present  conducted  have 
no  terrors;  they  are  places  of  rest 
and  refreshment,  not  of  punish- 
ment.” 


The  best  hope,  in  the  opinion  of 
many  who  testified,  lay  in  cumulat- 
ive sentences.  The  fine  and  time 
of  imprisonment,  they  advocated, 
should  be  doubled  '*at  each  repe- 
tition and  if  this  should  prove  in- 
sufficient then  after  the  third  or 
fourth  offense  make  the  sentence  in- 
definite with  a five  years’  limit  with 
power  of  parole  for  good  conduct 
at  the  end  of  one  year.  This  action 
would  at  least  protect  the  public 
to  a large  extent  from  this  class 
of  offenders  and  would  make  their 
labour  of  sufficient  value  to  pay  the 
expenses  of  the  prison  and  possib- 
ly something  for  the  support  of 
their  families.” 

At  best  it  might  do  far  more 


than  this.  If  the  convicted  alcoholic 
could  be  kept  under  restraint  until 
”the  craving  for  strong  drink  had 
been  subdued  and  his  physical,  men- 
tal and  moral  nature  had  been  suffi- 
ciently strengthened,”  the  great 
change  required,  could,  in  many 
cases,  be  made.  To  achieve  this  dif- 
ficult goal  the  commission  con- 
cluded that  ”it  is  absolutely  neces- 
sary that  the  minds  and  bodies  of 
those  under  restraint  should  be  ac- 
tively employed,  that  habits  of  in- 
dustry should  be  enforced  and  that 
all  wholesome  influences,  physical, 
intellectual,  moral  and  religious, 
should  be  employed  to  give  the 
strength  needed  in  what  must  be  a 
life-long  struggle.” 


Alcoholism  Exchanged  For  Other  Ills 

We  All  Need  Defences^  Some  More  Than  Others 
Choice  May  Be  Alcoholism^  Allergies^  Ulcers 


During  the  formative  years  of 
life,  everyone  experiences  cer- 
tain basic  anxieties  seeming  to  grow 
out  of  the  very  fact  of  being  a 
member  of  human  society.  These 
anxieties  center  around  the  individ- 
ual’s original  helplessness,  giving 
rise  to  some  doubt  of  his  own  ade- 
quacy as  a person.  Where  is  he 
going  to  stand  in  the  ranks  of  his 
fellow  humans?  Will  he  be  able  to 


stand  up  successfully  against  com- 
petition, in  his  own  and  in  his 
family’s  eyes?  Very  early  in  the 
game  he  may  begin  to  feel  a sense 
of  disappointment  about  his  inner 
resources,  a gnawing  uncertainty  of 
his  capacity  to  live  fully  and  in  such 
a way  that  his  intimate  group  will 
respect  and  like  him. 

In  response  to  these  disquieting 
feelings,  each  developing  individ- 
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ual  finds  it  necessary  to  make  cer- 
tain adjustments.  Defenses  are  grad- 
ually erected  against  this  inner  lack 
of  security.  Since  no  mentally 
healthy  person  feels  100  per  cent 
adequate,  defensiveness  in  some 
degree  appears  to  be  a universal 
trait. 

Choice  Of  Defence 

The  form  of  defense,  however, 
can  take  a thousand  different  shapes. 
One  person  will  conceal  his  self- 
doubts  by  becoming  ostentatiously 
aggressive,  pretending  to  be  more 
than  he  is.  Another  will  invest  an 
unwholesome  amount  of  energy  in 
amassing  wealth,  feeling  that  only 
money  gives  security  in  life.  A third 
will  try  to  dissolve  his  anxieties  by 
the  excessive  use  of  some  intoxicant 
such  as  alcohol.  A fourth  will  take 
the  path  of  ‘ 'psycho-somatic’'  illness, 
such  as  asthma,  allergies,  ulcers. 
This  not  only  brings  him  attention 
and  sympathy,  but  also  helps  to  ex- 
plain why  his  accomplishments  are 
not  greater. 

Of  course  people  do  not  actually 
think  this  problem  through  and 
with  open  arms  embrace  these  de- 
fensive measures.  The  anxieties  are 
hidden  below  the  surface  of  thought, 
and  the  particular  defense  is  more 
fallen  into  than  adopted.  The  indi- 
vidual is  hardly  aware  of  the  emo- 
tions that  are  driving  him  and  not 
at  all  conscious  of  what  is  behind 
his  response.  If  the  defense  takes 
the  form  of  a physical  illness,  it  is 
a real  sickness  and  causes  real  suf- 
fering, even  though  it  serves  an- 
other purpose  as  well. 


If  these  common  deviations  from 
"normal”  are  thought  of  as  defenses 
against  unconscious  anxiety,  then  it 
is  possible  to  think  of  them  also 
as  alternatives.  During  the  course 
of  a lifetime  one  set  of  defenses 
may  have  to  be  exchanged  for  an- 
other, especially  if  the  first  set  hasn’t 
been  working  very  well.  Evidence 
in  favor  of  this  theory  has  been 
reported  recently  by  J.  L.  Cathell, 
(Butner,  N.C.,  State  Hospital). 

Since  the  Alcoholic  Rehabilitation 
Center  was  opened  at  Butner  in 
September,  1950,  it  has  been  ob- 
served that  the  histories  of  many 
patients  included  symptoms  of 
psycho-somatic  illness  which  had 
disappeared  after  they  definitely  be- 
came alcoholics.  Of  the  first  1,200 
case  histories,  406  revealed  some 
disturbance  of  the  gastro-intestinal 
tract,  or  of  the  circulatory  or  respir- 
atory system,  or  an  abnormality  of 
metabolism,  a pecular  skin  condi- 
tion, or  some  joint  or  muscle  dis- 
ease. These  complaints  were  justi- 
fied by  actual  tissue  changes.  "In  al- 
most every  type  of  disorder,”  writes 
Cathell,  "it  was  found  that  the 
majority  of  psycho-somatic  com- 
plaints disappeared  when  the  pa- 
tient became  a confirmed  alcoholic.” 

Ulcer  Patients 

The  group  of  ulcer  patients  was 
particularly  noteworthy.  There  were 
28  who  had  had  a definite  ulcer 
during  the  period  preceding  alco- 
holism but  whose  symptoms  van- 
ished after  they  became  alcoholics. 
There  were  also  20  others  with  or- 
iginally severe  digestive  disturbanc- 
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es  which  cleared  up  after  alcohol- 
ism developed.  In  only  a minority 
of  the  Butner  patients  did  ulcers 
develop  or  become  worse  during 
the  alcoholic  period.  In  fact,  "A 
few  sporadic  observations  in  our 
material  at  Butner  already  indicate 
that  the  reverse  of  this  process  can 
also  take  place,  and  that  after  a 
sober  period  earlier  psycho-somatic 
symptoms  or  a substitute  reappear.” 
Since  the  excessive  use  of  alcohol 
tends  to  initiate  gastritis,  and  the 
patient  with  ulcers  is  routinely  ad- 
vised to  abstain  from  alcohol  com- 
pletely, these  findings  seem  to  call 
for  special  explanation. 

The  interchange  of  physical  and 
mental  conditions,  and  the  appear- 
ance of  new  bodily  symptoms  when 
older  ones  are  alleviated,  has  been 
observed  by  other  investigators  dur- 
ing the  past  few  years.  The  inci- 
dence of  physical  illness  has  been 
found  to  be  relatively  low  in  psy- 
chotic patients,  who  apparently  have 
no  need  for  this  type  of  defense. 
If  the  psychotic  episode  abates, 
however,  former  somatic  conditions 
tend  to  recur  but  may  be  of  a dif- 
ferent type.  D.  H.  Funkenstein 
reported  cases  in  which  asthma  and 
urticaria  disappeared  during  the 
patient’s  psychotic  intervals.  Among 
ulcer  patients  who  were  treated  by 
surgery,  J.  S.  Browning  and  J.  H. 
Houseworth  found  that  those  whose 


ulcers  were  fully  healed  developed 
an  increase  in  other  psycho-somatic 
or  psychotic  symptoms.  In  contrast 
to  this,  another  group,  treated  by 
medication  and  without  full  relief 
from  the  ulcer  symptoms,  exper- 
ienced no  exchange  of  symptoms. 

Cathell  concludes  that  the  inter- 
change of  symptoms  is  a reflection 
of  the  ability  of  the  problem-solving 
mechanism  to  adapt  itself  to  the 
needs  of  the  individual.  In  the  case 
of  the  alcoholic,  excessive  drinking 
has  served  to  drain  off  the  overload 
of  anxiety,  thus  becoming  the  chief 
method  of  adjustment.  Other  de- 
fenses could  therefore  be  aband- 
oned. 

Period  Of  Anxiety 

If  psycho-somatic  complaints 
are  observed  to  disappear  when  the 
person  becomes  a confirmed  alco- 
holic, it  would  seem  logical  that  if 
for  any  reason  he  gives  up  drink- 
ing (or  in  the  case  of  the  psychotic 
patient,  if  he  regains  sanity)  there 
will  be  a period  of  marked  anxiety 
until  a new  set  of  defenses  is  found. 
Most  other  psycho-somatic  disorders 
are  probably  preferable  to  alcohol- 
ism. The  goal  of  psycho-therapy 
with  alcoholics,  however,  is  to  foster 
the  growth  of  a healthier  defense 
system,  in  which  the  individual  no 
longer  needs  illness  in  any  form 
as  a way  of  escape. 
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Job  Probation  Helps  Motivate  Patients 

Firm  Employer  Attitude  Plus  Treatment 
Shown  Helpful  To  Alcoholic  Employees 


A COMBINATION  of  job  pro- 
bation and  outside  psychiatric 
treatment  has  helped  one  group  of 
alcoholics  to  overcome  their  drink- 
ing problem  while  remaining  on 
the  job,  according  to  a recent  report 
in  the  Journal  of  the  American 
Medical  Association  on  a Consulta- 
tion Clinic  for  Alcoholism  in  New 
York. 

In  three  years  of  operation  the 
clinic  has  helped  82  per  cent  of  the 
148  alcoholics  who  accepted  treat- 
ment remain  on  the  job.  In  com- 


parison, only  half  of  those  who 
refused  treatment  kept  their  jobs. 
In  addition,  work  absences  among 
the  patients  dropped  by  two-thirds 
after  treatment  was  begun. 

Stop,  or  Else  . . . 

Workers  are  referred  to  the 
clinic  by  their  company  medical 
departments,  usually  after  being 
placed  on  job  probation  and  told 
they  will  lose  their  jobs  if  they  do 
not  stop  drinking. 

The  probation  serves  as  a strong 
motivation  to  seek  treatment,  the 


authors  said.  Motivation  is  difficult 
to  establish  because  most  of  these 
men  have  not  yet  reached  the 
* 'terminal  stage'*  of  alcoholism 
where  they  recognize  that  their  jobs 
and  other  phases  of  their  lives  are 
seriously  disrupted  by  their  drink- 
ing. 

The  threat  of  job  loss  was  espe- 
cially great  to  most  of  the  patients 
referred  to  the  clinic  because  they 
were  in  the  44-to-63-year  age 
bracket  and  had  held  their  jobs  for 
many  years.  The  age  bracket  may 
be  accounted  for  by  the  fact  that 
it  usually  takes  10  to  15  years  of 
drinking  before  the  nature  and 
extent  of  alcoholism  is  sufficient  to 
interfere  seriously  with  family, 
social  and  vocational  life. 

Success  or  failure  in  treatment 
depends  on  motivation  and  it  is 
"unquestionably**  the  job  probation 
which  turns  the  balance  in  favor  of 
seeking  treatment,  they  said. 

A Middle  Course 

"Historically,  this  firm  attitude 
represents  a midpoint  between  the 
two  earlier  positions  taken  toward 
alcoholics,**  the  authors  said.  "Ini- 
tially the  attitude  was  one  of  harsh, 
relentless  condemnation  of  the  alco- 
holic as  a morally  weak  person 
lacking  in  personal  worth  and  con- 
sideration for  others,  with  discharge 
from  his  job  as  the  usual  conse- 
quence. Then  the  pendulum  swung 
to  the  other  extreme  where  the 
alcoholic  was  regarded  as  the  un- 
fortunate victim  of  social  and  psy- 
chological pressures  against  whidi 
he  was  helpless  to  struggle  or 


change,  with  repeated  episodes  of 
empty  promises  and  drinking  re- 
lapses as  a consequence.** 

The  attitude  embodied  in  the 
probation  procedure  recognizes  the 
need  for  help,  but  also  makes  the 
employee  aware  that  he  plays  an 
important  part  in  the  rehabilitation 
process,  they  said. 

The  clinic  at  the  University  Hos- 
pital of  the  New  York  University- 
Bellevue  Medical  Center  is  com- 
pletely independent  of  its  sponsor- 
ing organizations.  It  is  staffed  by 
psychiatrists,  psychologists  and  an 
internist.  Treatment  consists  mainly 
of  individual  psychotherapy,  group 
psychotherapy,  treatment  with  drugs 
such  as  disulfiram  (Antabuse), 
medical  procedures,  and  in  some 
cases  referral  to  Alcoholics  Anony- 
mous. Of  180  patients  referred  to 
the  clinic  since  it  opened,  148  have 
undertaken  treatment.  Only  one 
patient,  with  a chronic  type  of 
schizophrenia,  was  considered  to  be 
untreatable  at  the  clinic;  one  patient 
was  hospitalized  and  then  briefly. 

Authors  of  the  J.A.M.A.  report 
were  Arnold  Z.  Pfeffer,  M.D., 
Daniel  J.  Feldman,  M.D.,  Char- 
lotte Feibel,  John  A.  Frank,  M.D., 
Marilyn  Cohen,  B.A.,  Stanley  Ber- 
ger, Ph.D.,  M.  Freile  Fleetwood. 


TOO  MUCH  TV? 

Unsteadily,  a man  stood  before 
the  mirror  one  morning.  Mourn- 
fully he  surveyed  his  bloodshot 
eyes.  **That  settles  it,**  he  mut- 
tered. ‘'I’ve  gotta  stay  out  of  those 
bars.  My  eyes  are  being  ruined  by 
television!’* 
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Alcoholism  As  A Public  Health  Problem 


Prevention  of  Alcoholism  by  Education 
Seen  Major  Goal  by  Research  Scientist 

By  /.  K,  W.  Ferguson j M.D.* 


TWO  statements  about  alcoho- 
lism are  being  made  with  in- 
creasing frequency  and  conviction 
(1)  ‘'A^lcoholism  is  a disease”;  (2) 
” Alcoholism  is  a public  health 
problem”.  The  purpose  of  these 
statements  is  to  place  the  responsi- 
bility for  doing  something  about 
alcoholism  firmly  on  the  shoulders 
of  governments  and  of  the  medical 
profession.  At  least  four  provincial 
governments  in  Canada  have  ac- 
cepted the  responsibility  and  have 
established  facilities  for  the  treat- 
ment of  alcoholics.  One  reason  why 
governments  have  not  done  more  is 
that  we,  the  medical  profession,  are 
hardly  in  a position  yet  to  tell  them 
exactly  what  to  do. 

Much  has  been  written  about  al- 
coholism in  recent  years  by  medical 
and  social  scientists.  But  as  yet 
scientific  views  on  the  subject  are 
far  from  unanimous.  Terminology 
is  still  confusing  and  hypotheses 
tend  to  be  fragmentary.  Neverthe- 
less the  picture  is  getting  clearer 
and  more  coherent.  Excellent  lead- 
ership has  been  provided  by  an 
Expert  Committee  of  the  World 


Health  Organization,  on  Alcohol 
and  Alcoholism.  In  one  of  their 
recent  technical  reports  (1)  is  a 
classification  of  Disorders  Induced 
by  Alcohol  which  is  more  compre- 
hensive and  coherent  than  any  pro- 
posed hitherto. 

If  alcoholism  is  a disease  and  a 
public  health  problem  it  should  be 
possible  now  to  describe  it  and 
analyse  it  in  the  terms  which  have 
proven  their  value  in  medical 
science.  Let  us  see  then  how  our 
knowledge  looks  when  we  try  to 
synopsize  it  under  the  familiar 
headings:  definition,  diagnosis,  pre- 
valence, incidence,  prognosis,  aetio- 
logy, treatment  and  prevention. 
Definition 

Alcoholism  includes  a number  of 
atterns  of  behavior  characterized 
y repeated  excessive  consumption 
of  alcoholic  beverages  and  having 
the  attributes  of  mental  or  physical 
disease.  By  this  definition  alcoho- 
lism is  a chronic  disease.  The  term, 
chronic  alcoholism,  is  redundant 
except  when  it  is  necessary  to  em- 
phasize that  one  does  not  mean 
acute  intoxication. 


*Dr.  Ferguson  is  Professor  of  Pharmacology  and  Director  of  the  Connauaht  Medical 
Research  Ixiboratories,  University  of  Toronto.  He  is  also  chairman  of  the  medical 
advisory  hoard.  Alcoholism  Research  Foundation.  These  remarks  were  addressed  to 
the  Canadian  Public  Health  Association  annual  meeting,  and  were  published  in  the 
C.P.H.A.  Journal  of  August,  1966. 


The  term  **  problem  drinker  ’ is 
a more  euphemistic  expression 
which  is  frequently  used  as  a syno- 
nym. It  should  not  be  stretched  to 
include  the  problems  of  occasional 
intoxication,  no  matter  how  serious 
these  may  be. 

Alcohol  addiction,  as  defined  by 
Jellinek,  is  an  expression  which 
requires  some  explanation.  It  refers 
to  a phase  or  type  of  alcoholism  of 


which  the  cardinal  sign  is  **loss  of 
control’ Loss  of  control  means 
inability  to  stop  short  of  severe 
intoxication  after  a few  drinks.  The 
picture  is  one  of  recurrent  bouts  of 
intoxication  lasting  for  many  days 
or  weeks.  Loss  of  control  usually 
follows  many  years  of  heavy  but 
relatively  controlled  drinking.  It 
marks  an  irreversible  change,  a 
point  of  no  return.  Hence  the  ex- 


"New  Approach " To  Alcoholism  By  Church 

Earlier  this  year  a Consultation  on  the  Rehabilitation  of 
Alcoholics  was  called  by  the  General  Board  of  Temperance 
of  the  Methodist  Church  in  the  United  States.  Out  of  their 
two-day  meeting,  the  assembled  ministers  produced  four  **new 
approach”  avenues  to  alcohol  problems — 

1)  Demonstration  of  an  even  deeper  concern  for  persons. 

2)  Recognition  that  alcoholism  is  a symptom  of  total  per- 
sonality need. 

3)  Cooperation  between  religion  and  medicine,  psychiatry. 
Alcoholics  Anonymous,  other  rehabilitation  groups. 

4)  Intensive  clinical  training  for  counselors  under  the 
broad  supervision  of  doctors,  churchmen,  social  workers. 
The  group  said:  ”The  entire  congregation  of  a local  church 
must  be  involved  in  a constructive  rehabilitation  program. 
Church  congregations  must  function  as  a rehabilitation  fellow- 
ship, demonstrating  concern  and  understanding  for  problem 
drinkers.  Church  people  must  be  ready  to  accept  the  alcoholic 
for  what  he  is  as  a person  . . . Pastoral  care  of  the  alcoholic  is  a 
new  and  growing  challenge,  involving  long  term  preparation 
and  adequate  training.” 

The  meeting  also  recommended  a closer  integration  of 
intelligent  approaches  to  the  problem  drinker  into  the  curricu- 
lum of  all  theological  schools;  and  urged  a series  of  seminars 
and  workshops  for  pastors  already  out  of  the  seminary  to 
provide  orientation  in  the  ”new  approach”  techniques. 


pressions  often  used  in  Alcoholics 
Anonymous,  *'Once  an  alcoholic 
always  an  alcoholic”,  ”An  alcoholic 
is  a person  one  drink  away  from  a 
drunk”,  "Alcoholism  can  be  ar- 
rested but  never  cured”. 

Jellinek  favors  the  division  of 
alcoholics  into  two  classes: 

(1)  Habitual  symptomatic  exces- 
sive drinkers. 

(2)  Alcohol  addicts. 

The  word,  addiction  used  in  this 
narrow  sense,  conflicts  with  its 
wider  meaning  of  "harmful  depen- 
dence” which  applies  to  the  whole 
concept  of  alcoholism.  It  seems 
doubtful  that  a sharp  or  useful  dis- 
tinction can  be  made  between  these 
two  classes. 

Diagnosis 

It  must  be  admitted  that  the 
diagnosis  of  alcoholism  in  its  early 
stages  is  far  from  objective  or  cer- 
tain. The  diagnostic  methods  and 
aims  of  the  therapist  diflFer  consid- 
erably from  those  of  the  public 
health  investigator.  The  problem 
of  the  former  is  to  design  a treat- 
ment to  fit  an  individual.  The 
major  problem  of  the  latter  at  this 
time  is  to  assess  the  magnitude  of  a 
socially  disabling  disease.  Alcoho- 
lism is  not  a reportable  disease  in 
this  country.  Perhaps  it  should  be. 
There  is  no  simple  diagnostic  test. 
The  investigator  is  left  only  with 
the  tedious  and  subjective  method 
of  collecting  and  cross-checking 
evidence  of  social  dysfunction  due 
to  repeated  excessive  drinking. 
Prevalence 

The  best  method  available  in  this 
country  to  assess  the  prevalence  of 


alcoholism  is  a well  designed  sur- 
vey. 

One  of  the  most  recent  and  best 
surveys  was  conducted  four  years 
ago  in  a typical  county  of  Ontario 
by  Gibbins  with  support  from  the 
Alcoholism  Research  Foundation  of 
Ontario.  This  survey  disclosed  in 
"X”  county  698  alcoholics,  620 
men,  78  women.  There  is  reason  to 
suspect  that  some  alcoholic  women 
were  overlooked.  Multiplying  by  a 
factor  for  population,  it  was  estim- 
ated that  in  1951  there  were  ap- 
proximately 49,000  alcoholics  in 
Ontario.  One  conclusion  which 
seems  obvious  is  that  if  the  number 
is  anywhere  near  this  size  several 
more  surveys  should  be  done  in 
other  localities  both  in  Ontario  and 
elsewhere  in  Canada. 

One  purpose  of  the  survey  was 
to  test  the  Jellinek  Estimation  For- 
mula. The  Jellinek  Formula  was 
designed  to  estimate  the  number  of 
alcoholics  in  any  given  area  from 
the  number  of  deaths  in  that  area 
reported  in  the  official  records  as 
due  to  cirrhosis  of  the  liver.  For 
"X”  county  in  Ontario  the  number 
estimated  by  the  formula  was  696 
as  compared  to  698  found  in  the 
survey.  Independent  surveys  have 
been  made  elsewhere  to  test  the 
Jellinek  Formula,  namely  in  Den- 
mark, in  Switzerland,  in  Chile  and 
in  several  localities  in  the  United 
States.  Agreement  between  the 
estimates  by  the  formula  and  by 
survey  was  satisfactory  in  five  out 
of  seven  regions.  In  Chile  more 
alcoholics  were  found  by  survey 
than  were  estimated  by  the  formula; 


in  Kansas  fewer  were  found  by 
survey  than  predicted  by  the  for- 
mula. On  the  strength  of  such  evi- 
dence it  was  considered  worthwhile 
to  make  estimates  by  formula  of 
the  rate  of  alcoholism  in  the  various 
provinces  and  in  Canada  as  a whole 
since  1901.  The  rates  by  provinces 
are  shown  in  table  1. 

TABLE  I 

Alcoholism  in  Canada  by  Prov. 


Province 

Rate* 

British  Columbia 

2,532 

Quebec 

1,813 

Ontario 

1,687 

Nova  Scotia 

1,286 

New  Brunswick 

1,278 

Manitoba 

1,173 

Saskatchewan 

1,167 

Alberta 

980 

Prince  Edward  Island 

675 

Newfoundland 

501 

^Estimated  number  of  alcoholics  per 
100,000  of  population  over  the  age  of  20 
(Popham,  1955) 


The  differences  are  interesting! 
Are  they  credible } All  that  we  can 
say  at  present  is  that  these  figures 
should  not  be  ignored.  They  are  the 
best  available  estimates.  They  chal- 
lenge further  investigation. 


The  rates  for  all  Canada  from 
1901  to  1951  are  shown  in  table  2. 
The  fall  during  the  period  af 
prohibition  and  the  subsequent  rise 
arallel  changes  shown  in  the 
gures  for  the  United  States.  Per- 
haps we  can  take  some  comfort  in 
the  fact  that  the  estimated  preva- 
lence of  alcoholism  has  always  been 
much  lower  in  Canada  than  in  the 
U.S.A.,  but  our  rates  are  climbing 
rapidly.  The  estimate  for  Ontario 
for  1956  is  76,000!  We  have  no 
reason  for  complacence. 

Incidence 

The  number  of  new  cases  each 
year  is  even  more  difficult  to  ascer- 
tain than  prevalence.  It  can  be 
calculated  if  one  knows  the  number 
of  alcoholics  alive  in  two  successive 
years  and  the  number  who  have 
died.  The  increase  in  number  from 
one  year  to  the  next,  plus  the  num- 
ber who  have  died  gives  the  num- 
ber of  new  cases.  Such  calculations 
must  be  very  crude  at  present  but 
they  indicate  that  in  Ontario  at 
least,  the  special  clinics  and  mental 
institutions  are  giving  assistance  to 
only  a small  fraction  of  the  new 
cases  which  are  developing  each 
year.  Family  doctors  must  see  or 


TABLE  II — Alcoholism  in  Canada  Estimated  Rates  (Per  100,000  over  20) 

Year 

Male  (M) 

Female  (F) 

Ratio  M/F 

1901 

2,084 

425 

4.9 

1921 

1,043 

230 

4.5 

1931 

2,118 

500 

4.2 

1941 

2,259 

566 

4.0 

1951 

2,627 

525 

5.0 

[6] 


hear  about  many  more,  but  their 
weapons  for  handling  this  ailment 
are  very  feeble. 

Prognosis 

Life  insurance  companies  have 
tried  from  time  to  time  to  assess 
the  added  risk  of  death,  imposed 
by  various  kinds  and  degrees  of 
* 'alcoholic  habit''.  One  of  the  more 
recent  studies  was  made  by  the  Lin- 
coln National  Life  Insurance  Co. 
In  different  categories  of  "drinkers" 
the  mortality  rate  was  found  to  be 
two  to  five  times  the  "standard" 
rate.  Accidents  and  suicides  were 
notably  frequent  causes  of  death. 

A few  clinicians  have  attempted 
over  a period  of  years  to  collect  life 
histories  of  alcoholics.  One  such 
study  was  reported  in  1953  by  Dr. 
Lemere  of  Seattle.  He  considered  it 
essentially  a control  study  of  what 
happened  to  500  untreated  alcoho- 
lics. Eleven  percent  of  this  group 
stopped  drinking  prior  to  their  ter- 
minal illness.  Another  10  percent 
moderated  their  drinking  gradually 
over  a period  of  years  until  it  had 
become  no  great  problem  at  the 
time  of  death.  In  this  sample  the 
outcome  might  be  called  favorable 
in  about  20  percent  of  the  cases. 
Can  a better  outcome  be  expected 
from  more  intensive  medical  atten- 
tion, or  from  Alcoholics  Anony- 
mous, or  from  a combination  cf  the 
two,  as  practised  in  many  centres? 
The  answer  seems  to  be  yes.  But 
not  many  agencies  at  present  claim 
a rate  of  success  which  is  better 
than  50  per  cent  by  any  criterion. 
Many  report  a lower  rate.  If  the 


rate  of  "cure"  by  methods  pre- 
sently available  is  so  small,  it  is 
clear  that  we  should  not  only  try 
to  improve  our  methods  of  treat- 
ment but  also  pay  more  attention 
to  prevention. 

Etiology 

It  is  difficult  even  in  scientific 
circles  to  discuss  the  causes  of  alco- 
holism, without  arousing  unseemly 
emotion.  Scientists,  like  other  peo- 
ple, tend  to  lean  toward  one  or 
other  of  two  opposing  views  which 
may  be  stated  rather  extremely  as 
follows:  (1)  For  most  people 
alcohol  is  an  entirely  benign  chem- 
ical. Therefore  those  who  become 
alcoholics  must  be  distinctly  ab- 
normal. Find  that  abnormality  and 
you  find  the  "cause"  of  alcoholism. 
(2)  Alcohol  is  a poisonous  and 
addicting  chemical.  Any  person 
who  takes  too  much  too  often  may 
become  an  alcoholic.  Investigators 
who  lean  towards  the  first  view 
have  tried  diligently  to  discover  the 
abnormality,  psychological  or  phy- 
siological, which  makes  the  alco- 
holic. If  there  is  an  underlying 
abnormality  common  to  all  alcoho- 
lics it  has  not  yet  been  demon- 
strated. The  various  abnormalities 
which  have  been  found  or  sug- 
gested as  causal  factors  such  as 
homosexuality  or  undersocialization 
are  not  easily  curable  or  prevent- 
able. Undoubtedly  there  is  some 
truth  in  viewpoint  No.  1 but  so 
far  it  has  been  rather  unproductive. 

A picture  of  the  psychological 
states  in  a group  of  alcoholic  pa- 
tients at  Brookside  Clinic  can  be 


gained  from  the  following  descrip- 
tion; two  per  cent  were  psychotic, 
14  percent  were  psychoneurotic,  47 
percent  suffered  from  some  '"recog- 
nizable personality  disturbance”. 

Many  investigators  feel  that  the 
most  important  causal  factors  of 
alcoholism  are  related  to  cultural 
attitudes  toward  alcohol.  The  im- 
plication in  this  view  is  that  alco- 
hol has  dangerous  properties  for 
many  if  not  for  most  persons  and 
that  cultural  safeguards  are  needed. 
The  identification  of  practical  pro- 
tective attitudes  seems  to  be  one  of 
the  most  hopeful  lines  of  investiga- 
tion. 

Among  the  various  hypotheses  of 
causation,  one  which  is  plausible 
and  useful  for  the  orientation  of 
patients  has  been  developed  by  Dr. 
R.  G.  Bell.  He  summarizes  his 
views  as  follows:  "Alcohol  is  man’s 
oldest  anaesthetic.  As  with  any 
other  chemical  one  can  acquire 
disease  from  repeated  over-exposure 
to  alcohol.  In  alcohol  addiction  we 
deal  with  two  disorders  — the 
factors  responsible  for  repeated 
heavy  drinking  to  the  point  of 
disease,  and  the  superadded  disease 
from  alcohol  itself.” 

It  is  frequently  assumed  that  the 
"factors  responsible  for  repeated 
heavy  drinking”  are  abnormalities 
or  weaknesses.  Wellman  concludes 
from  his  experiences  that  these 
factors  may  be  "normal”  social 
situations  and  pressures  rendered 
more  dangerous  perhaps  by  ignor- 
ance of  possible  consequences. 


Treatment 

The  most  important  and  perhaps 
the  most  successful  agency  now 
active  in  the  treatment  of  alcoholics 
is  Alcoholics  Anonymous.  It  is 
futile  to  ask  what  percent  of  alco- 
holics who  are  introduced  to  A.A. 
achieve  sobriety  through  its  services. 
Reliable  figures  are  not  available. 
(The  same  may  be  said  for  most 
other  therapeutic  agencies.  Stren- 
uous efforts  are  being  made  how- 
ever in  many  clinics  to  standardize 
criteria  of  success  and  to  obtain 
more  records  of  patients  over  a 
long  period  of  time.  It  is  an  enor- 
mously difficult  task).  Most  clinics 
take  great  pains  to  foster  contacts 
by  A.A.  with  their  patients.  Some 
patients  do  well  in  A. A.,  others 
will  have  nothing  to  do  with  it. 
Refusal  to  accept  A.A.  does  not 
necessarily  mean  that  the  patient 
will  not  achieve  sobriety.  A.A.  is 
not  only  a recipient  of  patients 
from  clinics  but  also  an  important 
source  of  referrals. 

There  is  no  quick  and  certain 
treatment  for  alcoholism;  not 
miracle  drugs ! Drugs  like  disul- 
firam  (Antabuse)  have  an  impor- 
tant place  in  many  clinics.  A new 
one,  Citrated  Calcium  Carbimide,  is 
undergoing  trials  at  the  present 
time.  Such  drugs  render  the  effect 
of  alcohol  very  unpleasant.  They 
give  the  wavering  patient,  in  mo- 
ments of  temptation  one  good 
reason  not  to  drink  today. 

Clinics  differ  considerably  in  de- 
tails of  treatment  but  nearly  all  of 
them  are  attempting  the  same 


MENTAL  HEALTH  IN  INDUSTRY 

“Two  statistics  point  up  the  importance  of  mental  health  in  industry  to  our 
total  national  economy.  Today  every  third  Canadian  is  a member  of  Canada's 
labor  force.  A good  third  of  total  sickness  disability  within  our  labor  force  of 
over  five  millions  is  considered  to  be  due  to  problems  of  emotion  and  morale.  The 
building  of  sound  mental  health  throughout  our  population  is  a most  important 
national  task.  Nowhere  can  wise  practices  achieve  more  widespread  effect  on  the 
health  of  our  adult  population  than  in  industry.** 

— Dr.  W.  H.  Cruickshank. 


formidable  task,  namely  to  change 
radically  the  way  of  life  of  persons 
most  of  whom  are  over  the  age  of 
40.  Most  clinics  employ  internists, 
psychiatrists,  psychologists,  nurses 
and  social  workers,  in  a compre- 
hensive service  of  treatment  and  re- 
education which  ideally  should  be 
continued  with  each  patient  for 
many  months  and  preferably  for 
many  years.  Such  treatment  is 
bound  to  be  expensive.  The  results 
at  first  sight  may  not  seem  impres- 
sive. If  we  set  as  a practical 
standard  of  success,  sobriety  for  one 
year  with  not  more  than  one  tem- 
porary relapse  the  percentage  of 
successes  is  likely  to  be  rather  small, 
perhaps  30  to  40  percent.  Such  a 
score  is  not  a true  measure  of  the 
benefits  of  a clinic.  It  is  important 
to  realize  that  every  month  and 
even  every  week  of  sobriety  is  a 
gain  of  enormous  importance  to 
each  patient  and  to  society. 

With  the  research  which  is  now 
being  devoted  to  the  study  of 
alcoholism  one  may  hope  for  im- 
provements in  methods  of  treat- 
ment. It  is  reasonable  to  hope  that 
treatment  may  become  less  an  art 
depending  on  the  inspiration  of 
certain  gifted  individuals  and  more 


a science  which  can  be  taught.  It 
seems  unlikely  that  the  need  for 
treatment  can  be  met  by  special 
clinics.  The  task  must  be  under- 
taken to  a greater  extent  by  general 
practitioners  and  other  branches  of 
the  health  services,  if  it  is  to  be 
done  at  all.  An  encouraging  devel- 
opment has  been  the  increasing  co- 
operation which  has  been  secured 
from  general  hospitals  for  the  treat- 
ment of  the  acutely  intoxicated 
alcoholic. 

In  his  annual  report  for  1955, 
Mr.  H.  D.  Archibald,  exeaitive 
director  of  the  Alcoholism  Research 
Foundation  of  Ontario,  raised  the 
question  of  compulsory  treatment 
for  certain  defiant  alcoholics.  The 
kind  of  person  he  had  in  mind  was 
the  man  who  terrorizes  and  ruins 
his  family  without  committing  any 
definite  crime.  The  idea  is  not  a 
new  one  in  democratic  countries 
and  proper  safeguards  are  not  hard 
to  design.  The  problem  was  dis- 
cussed at  a meeting  of  the  Medico- 
Legal  Society  of  Toronto  in  April 
1955.  A resolution  was  passed 
recommending  that  the  province 
establish  facilities  and  committal 
procedures  for  compulsory  treat- 
ment of  defiant  alcoholics.  A sub- 


committee  was  established  to  pursue 
the  matter  to  a satisfactory  conclu- 
sion. It  is  still  at  work.  The  prob- 
lem is  one  of  particular  concern  to 
the  general  practitioner  in  Ontario 
and  perhaps  in  other  provinces.  The 
doctor  who  tries  to  deal  with  cer- 
tain emergency  situations  involving, 
for  example,  an  alcoholic  who 
threatens  violence  to  his  family, 
gets  little  assistance  and  no  protec- 
tion from  the  law. 

Prevention 

Since  treatment  of  alcoholism  is 
likely  in  the  foreseeable  future,  to 
remain  costly  and  often  ineffective, 
it  is  of  the  utmost  importance  to 
study  methods  of  prevention.  We 
have  no  grounds  to  hope  for  any 
prophylactic  inoculation  for  this 
ailment.  We  are  left  only  with  edu- 
cation. In  this  country  where  70 
per  cent  of  the  population  are  not 
averse  to  the  use,  at  least  occasion- 
ally, of  alcoholic  beverages  and 
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where  cultural  attitudes  toward 
alcohol  are  chaotic  and  often  fan- 
tastic, what  shall  we  teach?  How 
should  we  teach  it?  Whatever  it  is 
to  be  it  must  be  true,  and  convinc- 
ing. It  must  be  consistent  with 
everyday  experiences.  At  present  I 
think  that  we  can  only  strive  for 
more  awareness  of  the  nature  of 
alcoholism  and  the  magnitude  of 
its  inroads.  Even  the  latter  cannot 
be  taken  for  granted.  We  need 
more  surveys  critically  designed  and 
competently  executed.  We  need 
more  vivid  reporting  of  case  his- 
tories, with  strictest  accuracy  and 
sympathetic  insight.  At  present  we 
have  no  body  of  doctrine  which  is 
accepted  by  the  majority  of  our 
citizens  and  which  can  therefore  be 
taught  with  conviction  in  our  secon- 
dary schools.  A suitable  doctrine 
must  be  devised  if  we  are  ever  to 
control  the  growing  menace  of  alco- 
holism. 
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Schools  Can  Help  Cut  Alcohol  Problems 

Belief  in  Democratic  Principles  Important 
As  Is  Care  in  Teaching  Methods,  Materials 

By  Arthur  f.  Giovannangeli,  Ed.D.* 


Charging  ** ineffectiveness**  on  the  part  of  the  schools  in  their  handling  of 
alcohol  education,  Arthur  Giovannangeli  of  Keene  Teachers*  College,  Keene,  New 
Hampshire,  urges  a "democratic**  approach  to  the  subject,  based  on  the  assumption 
that  "an  accurately  and  well  informed  people  will  make  decisions  which  are  good, 
as  a rule,  for  themselves  and  for  the  good  of  the  greatest  number**. 

Dr,  Giovannangeli* s views  were  published  recently  in  the  New  Hampshire 
Bulletin  on  Alcoholism,  which  is  distributed  by  the  State  Department  of  Health  in 
Concord,  N.H,  They  are  summarized  here  by  special  permission.  This  is  not  to  be 
reprinted  in  whole  or  in  part  without  the  author*s  express  permission. 


There  is  some  evidence 
which  shows  that  schools 
have  very  little  influence  on 
pupil’s  attitudes  and  behavior 
concerning  the  use  of  alcoholic 
beverages  (parents  and  peers 
having  the  greatest  influence). 
However,  this  does  not  mean 
that  if  the  schools  were  doing 
the  job  they  are  capable  of  doing 
and  assumed  their  responsibilities 
in  this  matter  a great  deal  of 
good  could  not  be  done.  They 
might  help  to  reduce  some  of  the 
problems  around  the  use  of 
alcohol  in  our  society. 

Improvement  Sought 
Every  state  in  the  United 
States  has  laws  which  call  for 
alcohol  education  in  the  public 
schools.  Yet,  it  is  common 
knowledge  that,  in  general,  very 


little  instruction  is  being  given 
in  alcohol  education  in  public 
schools  in  the  country.  Further, 
in  a great  many  instances  much 
of  what  is  given  is  one-sided, 
inaccurate,  and  ineffective.  How- 
ever, in  recent  years  there  is 
evidence  of  a desire  for  improve- 
ment in  many  parts  of  the 
country. 

The  use  of  alcoholic  beverages 
is  still  a strongly  controversial 
issue  in  our  society.  We  have  in 
existence  today  well  organized 
local,  state,  and  national  groups 
which  are  dedicated  to  either 
being  *Tor”  or  “against”  the  legal 
use  of  alcoholic  beverages.  Even 
individuals,  independent  of  any 
organization,  have  dedicated 
their  lives  to  special  efforts  in 
this  area.  Basic  religious  differ- 


*Dr,  Giovannangeli  is  Professor  of  Science  at  Keene  Teachers*  College,  Keene,  New 

Hampshire, 
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ences  relative  to  the  use  of 
alcoholic  beverages  add  to  the 
apparent  reasons  for  the  present 
state  of  affairs.  Further,  one  finds 
the  emotional  nature  of  terms 
related  to  this  subject,  such 
as  '"poison”,  "habit-forming”, 
"drunkard”,  "weak  character”, 
"drug  addict”,  "alcoholic”,  "nar- 
cotic”, and  "disease”,  all  contri- 
buting to  the  present  situation. 

Contradictions  Galore 

The  schools’  ineffectiveness  re- 
garding alcohol  education  is  not 
for  lack  of  printed  material 
about  alcohol.  In  1940  a survey 
revealed  that  more  than  100,000 
pieces  of  literature  had  been 
published  in  this  field  and  a 
great  deal  more  is  continually 
being  made  available  in  books, 
magazines,  films,  and  newspapers. 
Unfortunately,  the  literature  has 
more  than  its  share  of  inconsist- 
encies and  is  filled  with  contra- 
dictions, misconceptions,  unscientific 
comparisons  and  distortions  of  in- 
formation which  confuse  the  facts. 
Yet,  there  has  been  more  scientific 
research  done  in  the  field  of  alcohol 
studies  within  the  last  10  years  than 
in  the  previous  50.  However,  an 
individual  desiring  to  qualify 
through  the  printed  word  may 
take  practically  any  point  of 
view  he  chooses  and  he  will  find 
the  backing  he  desires  in  the 
literature  which  is  continually 
made  available  through  newspapers, 
magazines,  books,  and  pamphlets. 
The  sacrosanctity  of  the  printed 
word ! 


How  gullible  can  people  afford 
to  be  in  a democracy.^  A democracy 
is  in  danger  when  it  does  not  use 
every  potential  effort  to  reduce  the 
characteristic  of  gullibility  in  its 
people.  One  of  the  primary  pur- 
poses of  public  school  education  is 
to  have  a well  informed  public. 
Ideally,  every  person  should  be 
accurately  informed,  but  to  have 
less  than  a majority  accurately  and 
well  informed  would  be  suicide  to 
a democracy. 

Valid  Information 

Research  findings  and  interpre- 
tations by  scientific  research  labora- 
tories and  non-partial  experts  with- 
in the  last  10  years  have  provided 
the  public  with  unbiased  informa- 
tion for  use  in  alcohol  education  in 
public  schools.  At  present,  investi- 
gation of  alcohol  concepts,  deter- 
mined for  accuracy  by  consensus 
and  as  judged  by  scientific  authori- 
ties in  its  various  aspects  in  1954, 
revealed  that  some  alcohol  concepts 
should  be  taught  "true”,  some 
taught  "false”,  and  some  taught 
"debatable”.  These  materials  are 
reference  points  for  instruction. 

In  many  instances  where  people 
are  discussing  the  pros  and  cons  of 
controversial  problems,  one  main 
reason  for  lack  of  any  degree  of 
agreement  or  understanding  is  be- 
cause the  discussants  are  not  all 
talking  about  the  same  thing.  This 
is  often  true  with  alcohol  studies. 
The  teacher  should  make  it  clear  to 
the  pupils  which  aspect  of  alcohol 
studies  is  being  considered  — legal 
use,  illegal  use,  non-alcoholic  exces- 
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The  following  appeared  among  advertisements  on  the  church  page  of  an 
Ontario  newspaper  during  ** Alcohol  Education  Week”: 

THE  CHURCHES  WILL  WELCOME  YOU 

**No  drunkard  shall  enter  into  the  kingdom  of  heaven.” 

Everyone  is  Welcome 


sive  use,  mal-use,  or  alcoholic  ex- 
cessive use. 

Consciously  and  unconsciously 
many  superintendents,  principals, 
and  teachers  responsible  for  the 
teaching  of  alcohol  education  are 
aware  of  and  doubtless  confused 
by  the  interrelationships  of  the 
factors  and  circumstances  involved 
in  trying  to  comply  with  the  State 
School  Law.  And  so,  to  the  pro- 
fessional and  laity  alike,  the  inevit- 
able question:  '*How  should  alco- 
hol education  be  carried  out.^"' 

The  '’democratic*'  approach, 
which  I shall  describe,  is  consistent 
with  the  principles  of  our  demo- 
cracy, is  educationally  sound,  is 
objective,  has  a realistic  meaning  to 
youth,  and  finally,  after  considering 
authorities  on  the  issues  leaves  the 
final  decisions  to  the  students  them- 
selves. 

The  Democratic  Approach 

These  basic  assumptions  of  our 
democracy  are  self  evident  and 
directly  related  to  the  teaching  of 
alcohol  education  in  our  public 
schools. 

1.  The  teacher  has  confidence  in 
the  basic  assumption  of  our  demo- 
cracy: ”An  accurately  informed  and 
well  informed  people  will  make 
decisions  which  are  good,  as  a rule, 
for  themselves  and  for  the  greatest 
good  of  the  greatest  number." 


A.  The  teacher  makes  a special 
effort  to  approach  this  study 
without  a predetermined  point 
of  view,  as  objectively  as  pos- 
sible. There  will  be  no  con- 
scious attempt  to  make  a pupil 
either  a "wet"  or  a "dry". 

B.  The  teacher  presents  all  perti- 
nent material  from  objective 
sources: 

(1)  Presents  both  sides  of  each 
problem  as  objectively  as 
possible.  Example:  Reasons 
why  people  drink  and  rea- 
sons why  people  do  not 
drink.  (Uses  expert  con- 
sensus where  contingent 
and  available.) 

(2)  Makes  it  clearly  under- 
stood that  personal  opin- 
ions, including  the 
teacher's,  are  each  indivi- 
dual's privilege  but  have 
no  scientific  value  in  this 
study. 

(3)  Encourages  pupils  to  keep 
an  open  mind  while  read- 
ing and  listening  to  scien- 
tific information,  in  order 
to  be  objective  and  thus 
obtain  a more  accurate  un- 
derstanding and  interpre- 
tation of  the  problems  in- 
volved. Scientific  thinking 
is  determined  by  a special 
effort  to  guard  the  thought 
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processes  against  the  in- 
trusions of  emotions  and 
wishes,  which  in  practice 
never  succeeds  completely. 
Much  more  characteristic 
of  the  scientific  attitude  is 
the  recognition  that  casual 
observation  does  not  neces- 
sarily reveal  the  truth.  A 
person’s  casual  observation 
is  no  basis  for  scientific 
evidence  or  fact.  Example: 
the  geocentric  versus  the 
heliocentric  theory  of  the 
solar  system. 

Teacher  Must  Accept  Law 

2.  The  teacher  accepts  the  atti- 
tude that  the  present  laws  and  regu- 
lations concerning  the  use  of  alco- 
holic beverages  must  not  be  under- 
mined by  statements  made  by 
himself.  The  teacher  must  not 
sanction  a disregard  for  alcohol 
laws,  the  breaking  of  these  laws, 
nor  must  he  infer  that  the  collective 
judgments  and  decisions  of  the 
majority  of  well  informed  people 
are  of  little  value  regarding  what 
is  good  for  them. 

A.  Advantages  and  disadvantages 
of  the  legal  use  of  alcoholic 
beverages  should  be  unbiasedly 
discussed. 

B.  Pupils  should  have  the  privi- 
lege of  drawing  their  own  con- 
clusions. 

3.  The  teacher  must  not  under- 
mine the  integrity  of  the  home  by 
making  insinuations  or  statements 
degrading  parents  who  use  alcoho- 
lic beverages  according  to  law. 

4.  Differences  in  religious  beliefs 


concerning  the  use  or  non-use  of 
alcoholic  beverages  should  be  recog- 
nized and  presented  without  show- 
ing disrespect  to  any  religious 
group. 

A.  The  teacher  should  make  it 
clear  to  students  that  the  moral 
aspect  of  the  legal  use  of  alco- 
holic beverages  (moderation) 
as  considered  by  church  prin- 
cipals is  not  within  the  scope 
of  a public  school  study  of 
alcohol. 

B.  The  teacher  should  make  clear 
to  pupils  that  individuals  using 
alcoholic  beverages  legally  must 
be  respected  to  the  same  extent 
as  other  law-abiding  citizens 
who  do  not  choose  to  use  alco- 
holic beverages  at  all. 

5.  The  pupils  should  understand 
that  alcohol  is  inherently  susceptible 
to  abuse,  a potential  menace  to 
personal  health  and  community 
wellbeing,  and  that  on  the  average, 
one  out  of  every  16  individuals 
who  begin  to  use  alcoholic  bev- 
erages will  become  a problem 
drinker.  However,  other  things  lend 
themselves  to  abuse  — carelessness 
and  speed  with  the  automobile, 
overexposure  to  the  sun. 

6.  To  be  most  effective,  it  is 
imperative  that  during  class  pre- 
sentations and  discussions,  the  pu- 
pils clearly  understand  which  phase 
of  the  use  of  alcoholic  beverages  is 
being  discussed:  legal;  illegal;  mal- 
use;  excessive.  Further,  the  teacher 
should  make  clear  to  the  pupils 
that  this  study  concerns  ethyl  alco- 
hol, the  type  used  in  legal  alcoholic 
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beverages,  unless  another  kind  is 
specified.  Great  confusion,  misun- 
derstanding and  possible  harm  will 
result,  if  this  is  not  understood  by 
all. 

7.  The  pupils  should  be  taught 
not  only  the  physiological  effects  of 
alcohol  on  the  body,  but  also  the 
psychological  effects  of  alcohol  on 
the  individual,  and  the  socio-econo- 
mic effects  of  the  use  of  alcoholic 
beverages  on  society.  The  federal, 
state  and  local  laws  and  regulations 
concerning  alcoholic  beverages,  and 
the  nature  and  treatment  of  alco- 
holism, the  illness,  must  also  be 
taught. 

Last  but  not  least,  in  teaching 
alcohol  education  in  the  public 
school,  the  teacher  should  be  con- 
sciously aware  of,  and  make  every 
effort  to  fulfill,  the  following  ob- 
jectives: 

A,  To  present  scientific  information 
concerning  alcohol  for  the  pur- 
pose of  developing  acceptable 
and  effective  patterns  of  living 
for  the  individual  in  his  society. 

B.  To  dispel  prejudices,  misunder- 
standings, and  superstitions 


which  obscure  the  facts  about 
alcohol. 

C.  To  develop  feelings  of  personal 
responsibility  and  responsibility 
for  the  welfare  of  others  re- 
garding the  legal  use  of  alcohol 
by  adults. 

T>.  To  guide  the  thinking  of  pupils 
to  the  end  that  they  may  choose 
to  abstain  from  alcoholic  bev- 
erages at  least  during  the  grow- 
ing period,  or  the  age  of  21, 
defined  by  law  as  legal  maturity 
(modified  in  states  where  legal 
age  is  18). 

E.  To  place  the  serious  and  com- 
plicated illness  of  alcoholism 
correctly  in  the  sphere  of  medi- 
cine and  psychiatry. 

F.  To  provide  the  necessary  knowl- 
edge and  understanding  for 
enabling  the  pupils  to  evaluate 
more  accurately  claims  made  in 
the  advertisements  of  alcoholic 
beverages. 

G.  To  base  instruction  upon  situa- 
tions familiar  to  the  pupils  con- 
cerned, and  on  their  levels  of 
understanding,  interests,  and 
needs. 


GOOD  LEADERSHIP 

**Goo(J  leadership  is  probably  the  most  important  single  factor  in  any 
industrial  mental  hygiene  program. 

**A  good  leader  in  industry  is  quick  to  realize  that  a high  level  of  mental 
health  cannot  exist  in  any  industry  where  a man’s  job  means  nothing  more  to  him 
than  a pay  cheque,  essential  as  that  is. 

**A  good  leader  is  quick  to  realize  that  lasting  satisfactions  are  obtained  from 
a job,  not  only  when  it  provides  the  opportunity  to  develop  useful  skills,  but  when 
it  can  be  considered  to  be  an  integral  and  important  part  of  living.” 

— Dr.  W.  H.  Cruickshank. 
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You  Were  Asking . . . 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

The  following  treorment  services  ore  provided. 
o«  Generol  hospital  beds  for  the  acutely  intoxicated  potients. 
be  A smell  in-patient  service  for  continuing  care  and  treatment, 
c.  An  out-patient  clinic  for  ofter-core,  diognosis  ond  rehabilitotion. 

HOW  DOES  ONE  USE  THESE  SERVICES? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Road,  Toronto,  WAInut 
3-2474  ond  arrange  for  an  oppointment.  Please  do  not  visit  the  clinic 
without  an  appointment.  If  you  hove  a potient  in  need  ond  desirous 
of  emergency  generol  hospital  core,  telephone  WAInut  3-2474.  Please 
be  mindful  of  the  fact  thot  arrongement  for  o hospitol  bed  must  be  mode 
in  advonce. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Ontorio  who  hos  o problem  with  olcohol.  All  that  is 
necessary  is  thot  he  or  she  wonts  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  ond  women  may  toke  advantage  of  the  services  offered 
by  the  Foundotion. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Poyment  for  treatment  by  the  patient  is  regarded  os  on  important  port 
of  rehobilitotion.  Escape  from  responsibility  has  been  recognized  as  d 
symptom  of  this  illness.  It  is  reolized,  however,  thot  some  patients  earn 
less  thon  others,  and  therefore  o patient  is  allowed  to  pay  his  fee  over 
o period  of  time. 

HOM  MUCH  DOES  TREATMENT  COST? 

Brookside  Out-potient  Clinic  — — A scale  of  fees  in  accordance  with 
patient's  finonciol  means. 

Brookside  In-potient  Service  - $10.00  per  doy,  plus  cost  of  medications. 
General  hospitol  in-potient  service  — chorge  at  the  prevoiling  general 
hospitol  rotes  (approximately  $7  per  doy,  plus  (o)  cost  of  medications, 
ond  (b)  o flot  rate  of  $15  per  patient  to  cover  the  cost  of  special 
medico  I core. 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  partially  covered  by  their 
insure  nee. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  special  provision  for  transportotion  to  Toronto  or  to  branch 
services  in  London,  Ottowa,  and  Kingston.  Transportotion  should  be 
orranged  locally. 
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This  periodical  is  published  five  times  a year 
in  the  interests  of  o deeper  understanding  of  the 
widespread  disorder  olcoholism. 

Eoch  issue  contains*  pertinent,  factuol  infor- 
mation selected  primarily  becouse  of  its  interest 
to  those  who  ore  coiled  upon  to  deal  with  olcohol- 
ism professionolly.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publication 
regulorly,  or  if  you  wish  additionol  information 
obout  some  aspect  of  olcoholism,  you  ore  invited 
to  write  to  the  Alcoholism  Reseorch  Foundation, 
9 Bedford  Rood,  Toronto  5,  Ontario. 
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Qearer  picture  of  alcoholism  sought 

research^minded  therapists  can  greatly  aid 
in  search  for  understanding  of  this  Ulness 


By  John  D.  Armstrongs  iW.D. 


IN  ANY  week,  a modern  clinic 
for  alcoholism  is  likely  to  en- 
counter polyneuritis,  gastric  hem- 
orrhage, bronchopneumonia,  inani- 
tion, vitamin  deficiency,  schizo- 
phrenia, menopausal  syndrome,  ar- 
teriosclerosis, and  a variety  of  psy- 
choneuroses and  characterological 
disorders.  These  are  not  rnerely 


happenstance  accompaniments  of 
alcoholic  disease;  they  are  samples 
of  the  variety  of  underlying  dis- 
turbances or  complications  inti- 
mately related  to  dependent  or  dis- 
ease drinking  which  we  conveni- 
ently refer  to  as  alcoholism. 

When  we  think  of  other  ill- 
nesses, we  assume  the  existence  of 


♦Dr.  Armstrong  is  medical  director  of  the  Alcoholism  Research  Foundation,  The 
address  from  which  these  remarks  were  abstracted  was  delivered  before  the  lOth 
annual  Institute  on  Alcoholism  sponsored  by  the  Committee  on  Alcoholism,  Health 
Association  of  Rochester  and  Monroe  County,  N,Y,,  Nov,  1,  1956. 


certain  unpleasant  signs  or  symp- 
toms inducing  the  individual  to 
seek  help.  In  alcoholism,  many  as- 
pects or  the  disease  are  not  per- 
ceived by  the  individual  either  as 
symptoms  of  disease  or  as  having 
relationship  to  the  use  of  alcohol. 
Even  when  a person  recognizes  his 
dependence  on  alcohol  and  the 
complications  it  brings,  he  is,  like 
many  others  with  psychologically 
engendered  patterns  of  illness,  un- 
willing or  unable  to  be  relieved  of 
his  symptoms.  This  is  not  surpris- 
ing if  we  think  in  very  simple 
terms  of  the  alcoholic  as  a person 
whose  conflicts  have  allowed  him 
to  be  diverted  farther  and  farther 
from  human  relationships,  and  who 
has  found  comfort,  courage,  or 
escape  in  the  use  of  alcohol.  Long 
habit  has  reinforced  this  learned 
experience  and  alcohol  has  become 
the  logical  solace  in  any  difficulty. 

Alcoholic  Paradox 

Further,  there  is  the  possibility 
of  a physiological  adjustment  to  re- 
peated high  blood  alcohol  levels 
which  may  result  in  distress  when 
alcohol  is  not  available;  so  we  see 
the  paradox  of  alcohol’s  being  used 
to  relieve  the  symptoms  it  has  caus- 
ed. And  the  giving  up  of  alcohol 
also  implies  readjustment  of  human 
relationships  which  may  reawaken 
or  underscore  earlier  conflicts.  It  is 
anything  but  easy  for  the  alcoholic 
to  seek  help;  and  this  wall  generally 
not  be  done  unless  some  form  of 
pressure  induces  the  seeking  of 
help — physical  or  emotional  stress 
within  the  individual,  or  some  ex- 


ternal pressure  from  his  environ- 
ment. 

Unfortunately,  such  pressure  of- 
ten induces  tlie  person  to  seek  re- 
lief only  for  the  immediate  or  ap- 
parent cause  of  distress;  and  when 
this  is  achieved  such  a person  re- 
turns to  his  former  pattern  of  liv- 
ing and  it  is  only  a matter  of  time 
until  his  use  of  alcohol  brings 
further  grief.  The  patient  asking 
for  treatment  of  alcoholism  has 
many  ideas  of  his  own  about  w'hat 
his  illness  is  and  what  kind  of  help 
he  needs.  He  sometimes  comes 
after  experiencing  a variety  of 
earlier  treatments — which  may  have 
helped  to  pave  the  w’ay  for  the 
therapist,  or,  on  the  other  hand, 
may  simply  have  given  him  a new 
language  and  new  defences  against 
further  treatment. 

Forced  Treatment? 

Now,  when  we  talk  of  pressures 
which  bring  a person  to  help,  we 
must  ask  ourselves  whether  such 
pressures  shouldn’t  be  engineered 
or  manoeuvered  in  some  way.  We 
are  appalled  when  we  learn  of  the 
extent  to  which  alcoholism  exists 
in  our  communities  and  the  rela- 
tively small  numbers  of  alcoholics 
who  have  even  exposed  themselves 
to  treatment,  let  alone  having  gain- 
ed any  lasting  benefit.  It  becomes 
easy  to  think  of  bringing  pressure 
to  bear,  and  in  some  countries  this 
has  already  been  done.  In  other 
areas  serious  consideration  has  been 
given  to  w^hat  legislation  might  be 
employed  to  enforce  treatment  of 
the  unwilling  alcoholic.  There  is 


ALCOHOLISM  AS  A MEDICAL  ENTITY 

*'Ac  this  time  I do  not  think  it  profitable  to  argue  whether  alcoholism  is 
merely  a symptom  of  an  underlying  psychological  disorder  or  a disease  in  its 
own  right.  It  is  a fact  that  enough  alcoholic  patients  have  neuroses,  character 
disturbances,  or  other  evidence  of  psychological  disorder  to  make  this  an  important 
factor  in  considering  treatment.  On  the  other  hand,  let  us  not  dismiss  too  readily 
the  concept  of  alcoholism  itself  as  a disease  or  a syndrome.  Certainly  there  are 
patterns  characteristic  of  prolonged  dependency  on  alcohol  which  are  more 
complex  than  the  fact  that  increasing  amounts  of  alcohol  are  being  used  to 
relieve  the  symptoms  of  other  disorders.  The  nature  of  this  syndrome  or  symptom 
complex  may  differ  from  our  common  conceptions  of  disease,  but  this  should  not 
discourage  us  from  looking  at  alcoholism  as  a medical  entity.’* 

— ^John  D.  Armstrong,  M.D. 


some  evidence  in  our  experience 
that  he  can  be  pressured  into  ac- 
cepting help.  We  must  be  on 
guard,  naturally,  that  if  we  seek  out 
ways  of  exerting  pressure  that  it  is 
not  abused,  that  pressure  or  control 
does  not  become  a substitute  for 
good  treatment.  We  must  be  cer- 
tain that  such  pressures  are  used  by 
those  of  us  in  the  professions  as 
merely  an  opportunity  to  enlarge 
the  scope  of  our  services. 

The  great  problem  of  medical 
treatment  in  alcoholism  comes  after 
the  acute  phase  is  over.  There  have 
been  myriad  forms  of  treatment 
suggested  to  maintain  sobriety. 
Most  of  these  have  been  offered 
thoughtfully  and  seriously  by  their 
proponents,  but  are  completely  un- 
related in  rationale  and  method.  It 
is  remarkable  that  whatever  form 
of  treatment  is  proposed — psycho- 
analysis, Alcoholics  Anonymous, 
conditioned  reflex  therapy,  or  di- 
sulfiram  — many  good  results  are 
obtained.  None,  however,  has 
shown  itself  to  be  perfect,  or  even 
so  consistently  reliable  as  to  be  con- 


sidered definitive.  We  could  learn 
a great  deal  about  this  illness  if  we 
would  look  at  the  kinds  of  people 
who  benefit  from  the  various  forms 
of  therapy. 

Advantage  In  Treatment 

Treatment  seems  to  work  out 
best  when  the  atmosphere  is  one 
where  there  is  awareness  not  only 
of  the  need  of  the  patient  for  hu- 
man recognition,  but  of  his  inabil- 
ity to  absorb  this  except  at  a cer- 
tain pace  and  under  certain  con- 
ditions. Surely  this  is  attested  to 
by  the  success  of  Alcoholics  Anony- 
mous, where  the  person  only  ex- 
poses himself  to  those  who  have 
suffered  like  himself  and  who  have 
declared  themselves  as  having  many 
of  the  characteristics  he  recognizes 
and  fears  in  himself.  He  sees  here 
an  opportunity  to  form  a bond  to 
help  him  face  the  rigors  of  a hos- 
tile world  which  he  has  feared  so 
long,  with  fears  that  have  increased 
through  the  years  of  his  alcoholic 
dependence.  This  is  why  group 
methods  may  provide  one  answer 
to  the  treatment  of  the  alcoholic — 


not  the  intensive  kind  of  psycho- 
therapeutic group  we  have  used 
with  our  neurotic  patients  in  a psy- 
chiatric clinic,  but  groups  in  which 
a therapist  can  guide  and  lead — 
perhaps  he  becomes  an  acceptable 
authority  which  the  patient  can  ac- 
cept wholly  or  in  part  In  this  com- 
pany of  alcoholics,  each  can  go  at 
his  own  pace  without  being  subject 
to  too  much  individual  scrutiny. 

Time  Difficulty 

There  is  one  other  consideration 
which  may  explain  further  some  of 
the  difficulties  in  working  with  the 
alcoholic  along  traditional  lines — a 
deficit  in  time  sense  found  fre- 
quently among  alcoholics  as  well 
as  other  personality  disturbances. 
(See  ALCOHOLISM,  April,  1956: 
"Temporal  Orientation  and  Alco- 
holism" by  Lester  H.  Gliedman, 
M.D.) 

Disulfiram  has  held  a consider- 
able place  in  the  controversy  of 
treatment.  Is  it  merely  a straw  to 
clutch  at,  which  cannot  sustain  the 
sinking  person,  or  is  it  a crutch  in 
the  real  sense  of  the  term,  which 
will  sustain  while  the  limb  or  part 
is  being  healed.^  The  disdain  with 
which  the  word  "crutch"  is  so 
often  used  suggests  the  inability  of 
many  patients  to  recognize  that 
there  is  a sickness,  going  far  deeper 
than  the  mere  fact  of  whether  they 
are  drunk  or  sober.  However,  I 
don't  think  we  know  at  this  date 
whether  disulfiram  truly  influences 
the  long-term  recovery  of  the  alco- 
holic. There  seems  little  doubt  that 
it  is  helpful  in  the  early  stages,  for 


surely  disulfiram  plays  some  role  in 
preventing  those  sudden  and  deva- 
stating plunges  into  alcoholic  obli- 
vion that  characterize  so  many 
patients.  However,  a study  of  our 
own,  to  be  published  soon,  shows 
that  while  patients  willing  to  take 
disulfiram  on  the  whole  did  better 
than  those  who  didn't,  many  of 
them  took  the  drug  for  only  a very 
short  period  of  their  sobriety.  This 
might  suggest  that  the  taking  of 
the  drug  in  some  way  is  symbolic 
of  the  relationship  between  thera- 
pist and  patient  rather  than  that 
the  drug  in  itself  had  produced  any 
real  effect.  Nevertheless  we  are 
carrying  on  studies  with  disulfiram 
and  with  another  similar  substance 
— citrated  calcium  carbimide  (which 
we  call  CCC) — which  hopefully 
has  all  the  advantages  of  disulfiram 
with  fewer  of  the  unpleasant  side 
effects  such  as  drowsiness,  impot- 
ence, rashes,  and  so  on. 

Research-Minded 

We  must  remember  in  treating 
the  alcoholic  that  we  have  not  dis- 
covered the  equivalent  of  penicillin 
or  insulin  or  liver  extract,  as  we 
have  for  other  illnesses.  So  in  our 
clinics  we  must  remain  curious  and 
research-minded.  Our  concern  must 
be  to  learn  about  our  patients.  Our 
concern  must  be  to  provide  in  the 
best  way  we  know  how,  the  oppor- 
tunities for  a great  variety  of  sick 
people  with  many  symptoms,  to  get 
help  in  a way  that  is  acceptable  to 
them.  If  we  do  not  let  them  all 
come  to  us  we  can  never  learn 
about  them.  This  is  why  I would 


decry  the  setting  up  of  any  treat- 
ment program  which  is  geared  to 
serve  only  a small  selected  segment 
of  the  alcoholic  population.  Rigid 
screening  of  applicants  may  create 
its  own  delusions,  for  it  is  con- 
ceivable that  we  can  screen  out  the 
problem  cases  so  thoroughly  as  to 
leave  only  those  who  would  get 
better  no  matter  what  we  do.  Our 
greatest  problem  is  to  find  proper 
ways  of  evaluating  the  kind  of 
treatment  we  do  provide.  After  all, 
if  we  are  ever  to  prevent  alcohol* 
ism  we  must  have  a clearer  picture 
of  the  steps  in  its  development. 
We  must  have  a clearer  picture  of 
the  role  that  alcohol  is  playing  in 
a particular  individual  — what  it 
does  to  him  and  what  it  does  for 
him.  Why  does  he  accept  alcohol 
and  its  effects?  What  are  the  phy- 
siological changes  that  it  brings 
about?  Are  they  peculiar  to  this 


individual,  or  does  he  have  reason 
to  wish  familiar  physiological 
effects  much  more  than  most 
of  us? 

As  you  may  have  gathered  I am 
rather  skeptical  about  the  value  of 
any  particular  method  or  technique 
that  has  been  brought  to  us  so  far. 
This  is  not  in  any  way  to  discredit 
work  that  has  been  done  or  that  is 
being  done,  for  certainly  I believe 
the  alcoholic  requires  all  the  organ- 
ized professional  help  that  can  be 
made  available.  He  needs  our  help 
badly,  and  we  must  continue  to 
struggle  and  work  together  to  pro- 
vide opportunities  for  his  recovery. 
But  we  need  to  know  a lot  about 
him  and  his  disease.  We  also  need 
to  learn  a lot  more  about  ourselves, 
and  what  guides  us  in  selecting  our 
methods  of  treatment,  and  what  in- 
fluences the  apparent  successes  we 
get. 


Observations  on  treatment  of  alcoholics 


pilot  study  at  Western  Hospital^  Toronto 
shows  the  way  for  future  investigations 

By  A.  M,  Park,  M.D,,  F.R.C,P. 


ITH  the  assistance  of  the  Al- 
coholism Research  Founda- 
tion, established  in  1949  by  the 
Ontario  Government  for  the  study 
of  the  problem  of  alcoholism  and 
for  the  treatment  of  individual 


cases,  the  studies  described  here 
have  been  carried  out  with  30 
typical  alcoholic  patients  admitted 
to  Toronto  Western  Hospital. 
Under  the  Foundation’s  program, 
patients  in  some  centres  are  re- 


’^Thie  is  a summary  of  a report  published  in  the  September  1956  issue  of  the 
Canadian  Medical  Association  Journal.  It  reports  on  research  conducted  by  Dr.  Park 
with  the  assistance  of  S.  F,  Bed  welt  M.D.^  in  conjunction  with  the  Alcoholism 
Research  Foundation  service  at  Toronto  Western  Hospital. 


ferred  for  admission  to  local  gen- 
eral  hospitals  for  the  immediate 
treatment  for  the  acute  alcoholic  or 
withdrawal  state. 

Treatment  was  limited  to  the  use 
of  insulin  intravenously,  combined 
with  50  per  cent  glucose  solution, 
a treatment  which  has  the  advan- 
tage of  cheapness,  safety,  and  effec- 
tiveness. Insulin  treatment  has  been 
used  for  some  time  in  the  treatment 
of  drug  addiction,  alcoholism,  and 
psychotic  disorders,  and  while  there 
is  little  doubt  of  its  usefulness,  the 
means  by  which  it  acts  are  not  too 
clear. 

Effects  On  Glands? 

For  a period  of  years,  investiga- 
tors, particularly  in  the  United 
States,  have  interested  themselves 
in  the  endocrinology  of  alcoholism, 
with  speculation  about  the  effect  of 
alcohol  on  the  pituitary  and  adrenal 
glands,  for  example.  The  profound 
nutritional  defects  so  common  in 
the  history  of  the  alcoholic  while 
drinking  have  also  been  felt  to  in- 
fluence metabolism  in  other  ways. 

Having  available  a group  of  eli- 
gible patients,  and  the  facilities  of 
a modern  general  hospital  labora- 
tory at  our  disposal,  it  was  decided 
to  carry  out  a number  of  investiga- 
tions in  this  group  of  subjects  on 
a day-to-day  basis,  to  form  an 
opinion  of  our  own  as  to  w^hether 
any  valid  changes  in  body  economy 
existed,  and  if  so,  whether  they 
could  be  correlated  with  the  clinical 
state  of  the  patient.  Knowing  the 
expected  response  to  treatment,  we 
could  also  see  whether  any  detected 


changes  here  would  mirror  the  cli- 
nical improvement  of  the  patient. 
Such  a pilot  study  might  also  sug- 
gest investigations  along  other 
lines,  and  might  aid  us  in  deter- 
mining more  appropxiate  therapy. 

The  subjects  of  our  study  were 
confirmed  alcoholics,  many  of  them 
of  several  years’  standing;  they  were 
suffering  from  malnutrition,  but 
underlying  physical  disease  was  not 
a feature  in  any  case,  and  the 
known  medical  complications  of 
alcoholism,  such  as  polyneuritis, 
cirrhosis  or  encephalopathy,  were 
not  seen.  Individual  economic  fac- 
tors made  it  necessary  to  keep  pa- 
tients in  hospital  for  only  a mini- 
mum length  of  time,  and  we  had 
to  concentrate  on  obtaining  as  many 
data  as  possible  in  a few  days. 

Method  Followed 

Before  insulin  treatment  was  in- 
stituted, a blood  sample  was  with- 
drawn, and  divided  up  for  electro- 
lyte studies  and  other  examinations. 
Insulin  was  given  in  doses  of  from 
40  to  90  units  in  50  c.c.  of  50  per 
cent  glucose  solution  into  the  vein. 
The  first  10  patients  also  received 
2 c.c.  of  an  injectable  vitamin  pre- 
paration, but  this  was  discontinued 
when  some  serious  untoward  reac- 
tions to  it  were  reported.  Following 
this,  blood  samples  were  taken  at 
half-hourly  intervals  for  glucose 
estimations  until  the  reaction  to 
insulin  was  terminated,  and  on  the 
patient’s  second  and  third  day  in 
hospital,  many  of  these  determina- 
tions were  repeated.  Urine  speci- 
mens were  also  collected  for  study. 


CENTER  ON  WELFARE  OF  PATIENT 

‘‘Whatever  plans  we  make  in  public  or  in  private  practice,  let  us  center 
every  scheme  on  the  welfare  of  some  patient.  So  long  as  this  is  our  method, 
we  shall  not  go  far  a^stray  as  individual  practitioners  nor  as  an  association.** 

— Dr.  Samuel  W.  Hamilton  speaking  as  president 
of  the  American  Psychiatric  Association. 


As  dose  a dinical  assessment  as 
possible  was  made  of  each  patient 
with  respect  to  sleep,  tension, 
tremulousness,  appetite,  and  sub- 
jective sense  of  w^ellbeing. 

The  effects  of  insulin  therapy 
in  our  study  definitely  suggested 
that  a disturbance  of  acid-base  met- 
abolism is  at  least  a part  of  the 
dinical  picture,  and  specifically, 
that  the  major  disturbance  was  re- 
lated to  chlorides  and  certain  un- 
identified acid  metabolites.  The 
level  of  blood  glucose  was  pro- 
foundly affected  by  the  amounts  of 
insulin  given— the  larger  the  dose 
the  more  profound  the  lowering 
effect.  For  the  most  part,  this  single 
treatment  was  all  that  was  required 
by  the  patient.  On  a few  occasions 
a single  further  dose  of  10-20  units 
was  given  subcutaneously  on  the 
second  day.  A sedative  dose  of 
chloral  hydrate  was  given  at  bed- 
time in  most  instances. 

Large  Dose  of  Insulin 

From  this  small  group,  it  is  evi- 
dent that  the  treatment  given  was 
effective,  and  perhaps  more  effec- 
tive when  the  larger  doses  of  insu- 
lin were  used.  Clinical  improve- 
ment was  unquestionable,  and  this 
group  forms  a satisfactory  sample 
to  study  in  more  detail  from  the 


biochemical  standpoint.  It  was  ap- 
parent from  the  electrolyte  studies 
that  wdth  cations  and  proteins  nor- 
mal, and  chlorides  and  carbon 
dioxide  combining  powers  fre- 
quently low,  a relative  if  compen- 
sated state  of  acidosis  must  exist. 

From  our  studies,  we  have  satis- 
fied our  curiosity  as  to  the  degree 
of  hypoglycaemia  (or  concentration 
of  glucose  in  the  blood  below  the 
normal  limits)  induced  by  the  doses 
of  insulin,  and  there  is  little  doubt 
that  a significant  degree  of  hypo- 
glycaemia is  an  essential  component 
in  treatment. 

We  have  not  shed  much  light  on 
the  way  in  which  the  insulin  pro- 
duces its  benefits.  Insulin  is  cer- 
tainly a sedative,  and  in  most  cases 
evokes  a return  of  appetite,  and 
satisfactory  eating  habits.  The  psy- 
chological effects  of  a severe  insulin 
reaction  must  be  very  profound, 
and  very  impressive  to  the  patient. 
He  certainly  has  reason  to  believe 
that  he  has  been  given  potent  treat- 
ment. Severe  reactions  were  not 
uncommon,  but  were  easily  con- 
trolled without  complication.  Ten 
patients  had  reactions  in  which 
there  were  con\ailsions,  simple 
coma,  hallucinations,  and  wild, 
delirious  behavior.  Reactions  of  this 


type  predominated,  of  course,  in  the 
group  receiving  the  larger  doses  of 
insulin.  The  immediate  after-effects 
of  the  insulin  reaction  were  a gen- 
eral state  of  exhaustion  and  quiet- 
ing down  of  the  patient,  and 
arousal  of  the  appetite;  if  intoxi- 
cated, they  soon  Became  quite  sober 
and  cooperative.  Sleep  was  often 
easily  oBtained.  Of  those  receiv- 
ing the  higher  doses,  10  of  these 
patients  were  ready  for  discharge 
on  the  third  day,  and  all  16  of 
these  were  discharged  on  the  fourth 
day,  in  good  or  excellent  condition. 

Abnormal  Metabolism 

The  results  of  our  studies  sug- 
gested that  some  abnormality  of 
metabolism  did  result  from  the  pro- 
longed period  of  alcoholism,  and 
this  defect  appeared  to  be  related 
to  the  anion  fraction  of  the  acid- 
base  balance.  While  the  carbon 


dioxide  combining  power,  when 
low,  showed  a return  to  normal, 
those  patients  with  abnormally  low 
chloride  levels  tended  to  show  a 
persistence  of  this  defect  during 
the  period  of  study.  This  was  true 
also  for  those  substances  lumped 
together  as  undetermined  acid  sub- 
stances. The  exact  nature  of  these 
substances  has  not  yet  been  deter- 
mined. 

For  the  future,  we  intend  to 
study  the  undetermined  acid  frac- 
tion more  fully.  We  will  make 
every  attempt  to  follow  up  our  sub- 
jects over  a longer  period  of  time. 
One  must  be  prepared  to  accept  a 
disturbance  of  blood  chloride  as 
part  of  the  picture  of  the  alcoholic 
withdrawal  state,  but  whether  this 
is  a primary  loss,  insufficient  intake, 
endocrine  influence  or  compensa- 
tion for  an  increase  in  abnormal 
metabolites,  awaits  further  study. 


Protection  against  alcohol  problems 

what  is  the  most  important  thing  we  can  do? 
^^Become  as  mature  as  possible^^^  says  pastor. 

By  Rep,  Roland  Rainwater'^ 


IF  YOU  had  completed  a talk  on 
the  subject  of  alcohol  before  a 
group  of  college  students  and  im- 
mediately were  asked,  *’What  is  the 
most  important  thing  we  can  do 
about  the  problem?”  how  would 
you  have  replied?  Once  asked  this 
question  in  such  a situation,  I an- 


swered: '’Become  as  mature  as  pos- 
sible so  you  can  be  mature  parents.” 

Whatever  the  merit  of  this  re- 
ply, it  suggests  what  I deem  as  our 
primary  aim  in  working  with  youth 
in  church  and  synagogue:  to  assist 
them  in  their  growth  toward  ma- 
turity. By  assist  I mean  support 


♦Mr.  Rainwater  is  assistant  pastor  at  St,  Giles  Presbyterian  Church,  Richmond, 
These  remarks  were  originally  published  by  the  North  Carolina  Alcoholic  Rehabili- 
tation Program  in  a booklet  for  clergy,  ** Alcoholics  Are  God*8  Children,  Too,** 


which  is  based  on  the  understand- 
ing of  youth  as  particular  persons 
whose  behavior  is  the  outgrowth 
of  forces  and  needs  of  environ- 
ment and  personality,  offered  with 
discrimination  and  skill.  By  matur- 
ity I mean  that  kind  of  individual- 
ity which  is  characterized  by  real 
freedom  and  responsibility  in  one's 
motivation  as  well  as  behavior, 
and  which  is  consistent  with  the 
individual's  age,  endowment,  and 
experience. 

Basic  Security 

But  the  freedom  and  responsi- 
bility with  which  one  conducts 
himself  is  dependent  upon  basic 
inner  security.  And  it  is  in  help- 
ing our  youth  establish  within 
themselves  a solid  foundation  that 
we  are  often  ineffective.  This  is  at 
least  partly  due  to  an  invalid  as- 
sumption often  underlying  our 
work.  It  is  the  idea  that  our  prin- 
cipal task  is  to  impart  certain  in- 
herited or  adult-endorsed  views  on 
alcohol,  or  some  other  issue  of  con- 
cern, and  to  get  them  assented  to 
by  our  young  people,  believing  that 
their  assent  marks  the  completion 
of  our  mission.  This  assumption 
rests  upon  a superficial  understand- 
ing of  the  learning  process  and  of 
the  relation  of  truth  in  the  inner 
life. 

With  the  significance  of  one's 
inner  security  in  mind,  we  must 
study  carefully  the  behavior  of  our 
teen-agers  because  it  is  the  sign 
which  points  to  the  state  of  things 
in  the  individual's  inner  life.  In 
this  connection  we  shall  be  raising 


such  questions  as  these:  What 
causes  him  repeatedly  to  withdraw 
when  responsibility  is  offered  him? 
Why  is  he  so  very  eager  to  please? 
Why  is  he  commonly  hostile  when 
there  is  no  apparent  or  immediate 
reason?  Why  is  he  such  a nuis- 
ance? These  questions  should  stir 
us  to  want  to  know  young  people 
better  and  to  find  ways  for  doing 
so,  while  looking  toward  oppor- 
tunities for  helping  them  to  con- 
front their  needs  constructively.  As 
our  experience  here  widens,  a 
larger  vision  of  our  work  develops, 
with  the  result  that  personal  rela- 
tionships assume  deeper  meaning 
for  us  because  of  their  significance 
for  the  inner  security  and  growth 
of  persons. 

Real  Acceptance 
The  1 4-year-old  boy  I once  knew 
illustrates  what  is  in  view  here.  He 
was  the  behavior  problem  in  his 
class  at  the  public  school,  church 
school,  and  among  his  peers.  He 
seriously  interfered  with  the  under- 
takings of  the  group  around  him 
and  in  time  was  ostracized  by  class- 
mates. Upon  investigation  I found 
that  he  was  attractive  in  appear- 
ance, very  intelligent,  versatile  in 
his  interests,  and  from  a home  of 
refinement  and  material  advantage. 
"With  such  assets,  why  should  he 
be  a problem?"  I asked  myself. 
On  further  inquiry  I learned  that 
one  thing  he  most  needed  he  had 
been  deprived  of — the  feeling  that 
he  was  acceptable  as  a person  of 
real  value  by  one  who  held  special 
meaning  in  his  life. 


His  father,  during  the  crucial 
years  of  his  sons  childhood  and 
early  adolescence,  had  been  so  pre- 
occupied with  achieving  the  stand- 
ard of  financial  success  he  coveted 
for  his  family  and  himself  that  he 
had  not  been  available  to  give  his 
son  the  associations  of  love  which 
only  a father  can  give.  Therefore, 
shorn  of  this  ingredient  so  basic 
to  his  wTll-being,  the  son  turned  to 
nuisance  behavior  by  which  to 
gain  attention.  This  behavior,  be- 
ing obnoxious  to  others,  instead  of 
bringing  him  a sense  of  acceptance, 
only  enhanced  his  feeling  of  unac- 
ceptableness (deprivation  of  love) 
deep  within  him  — an  awareness 
that  led  him  even  more  desperately 
to  seek  attention  by  being  more  of 
a nuisance. 

Poles  of  Growth 

Back  of  the  personalities  of  teen- 
agers is  the  tension  which  is  pecu- 
liar to  human  existence  and  is  at 
the  center  of  human  growth.  I re- 
fer to  the  condition  created  as  the 
result  of  one’s  desire  on  the  one 
hand  to  be  an  individual  and  on 
the  other  to  conform  to  the  wishes 
and  practices  of  those  in  his  envi- 
ronment. If  we  are  sensitive  to  the 
underlying  pull  of  these  two  poles 
of  growth,  we  can  be  more  under- 
standing and  effective  in  relating 
to  our  young  people  and  in  the 
planning  of  a program.  We  can 
thereby  grasp  the  need  for  a par- 
ticular approach  to  the  individual 
or  group  on  one  occasion  and  the 
wisdom  of  a different  tactic  at  an- 
other time,  while  being  steadily 


aware  that  our  role  is  one  of  help- 
ing individuals  to  strike  a balance 
between  individuality  and  con- 
formity. 

Peers  vs.  Parents 

This  tension  is  especially  impor- 
tant in  the  years  of  adolescence  on 
account  of  the  general  pattern  that 
growth  takes  in  this  period.  As  we 
well  know,  teen-agers  are  bent 
upon  severing  every  tie  with  child- 
hood’s necessary  dependencies  and 
restrictions.  Increasingly  they  look 
for  security  outside  the  home; 
hence  what  peers  are  thinking  and 
doing  is  of  growing  importance. 
It  is  thus  quite  natural  for  a young 
person  to  accuse  his  parents  of  be- 
ing ’’too  hard  on  me”  or  "not  un- 
derstanding” when  they  withhold 
permission  for  him  to  participate 
in  an  activity  of  his  gang  or  group. 
Of  course,  he  may  or  may  not  be 
justified,  depending  upon  the  wis- 
dom of  his  parents.  The  relevant 
point  here  is  the  significance  he 
attaches  to  his  peer  group,  result- 
ing in  an  increasing  preference  for 
the  approval  (acceptance)  of  peers 
over  that  of  parents. 

In  view  of  this  characteristic  zeal 
for  independence  of  family  and 
acceptance  by  peers,  it  is  obviously 
the  course  of  prudence  to  avoid  as 
often  as  possible  tactics  of  pro- 
gramming which  to  the  teen-ager 
constitute  a threat  to  his  freedom 
as  a person  and  to  his  standing 
among  peers.  As  a rule,  the 
methods  which  can  be  expected  to 
be  most  effective  will  be  those 
which  are  positive  in  account  and 
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appeal  to  the  aclolescent*s  desire 
for  freedom  and  responsibility. 

As  an  example  or  this  approach 
on  the  level  of  group  activity,  I 
cite  the  movement  known  as  Allied 
Youth.  The  aim  of  this  organiza- 
tion is  the  encouragement  of  regu- 
lar social  activity  among  high 
school  students  without  the  use  of 
alcohol.  .As  a body  of  youth  they 
have  the  strength  of  standing  to- 
gether as  mutually  approved  per- 
sons in  resisting  the  drinking  pat- 
tern of  the  community,  whereas  as 
individuals  apart  from  such  a group 
their  resistance  would  be  more  diif- 
ficult  and  likely  less  effective.  And 
in  their  opposition  to  the  prevalent 


drinking  pattern  at  social  functions 
for  their  age,  these  young  people 
do  not  withdraw  from  the  activi- 
ties, but  merely  decline  to  drink. 
Plainly  much  of  the  vitality  of  this 
movement  is  due  to  its  positive 
note  and  its  regard  for  the  integrity 
of  both  the  individual  and  his 
peers. 

Media  of  Growth 

I have  suggested  the  need  for 
helping  youth  to  become  mature 
individuals— that  is,  free  and  res- 
ponsible persons.  And  I have 
assumed  that  this  development 
occurs  within  the  network  of 
inter-personal  relations.  We  be- 
come who  we  are  because  of  and 


Tranquilizer  A Threat  To  Alcoholics 

A WARNING  that  meprobromate,  one  of  the  tranquilizing 
drugs,  may  be  habit-forming  has  been  voiced  by  Dr.  Fred- 
erick Lemere  writing  in  the  Archives  of  Neurology  and  Psy- 
chiatry. Dr.  Lemere  said  he  had  seen  a few  individuals  wnth 
the  standard  symptoms  of  addiction,  including  a psychological 
craving  for  the  drug  based  on  its  pleasant  effects,  a build-up 
of  tolerance  requiring  increasingly  larger  doses  to  produce  the 
same  effect,  and  withdrawal  symptoms  when  the  drug  is  sud- 
denly discontinued. 

Many  patients  feel  so  much  less  tense  when  taking  the 
drug  that  there  may  be  an  exaggerated  feeling  of  wellbeing, 
said  Dr.  Lemere.  In  most  eases  this  does  not  appear  to  be 
harmful,  but  in  a few  patients  it  may  lead  to  overdosage  on  the 
basis  that  *'if  one  pill  helps,  three  will  help  three  times  as  much’'. 

He  reported  that  13  of  more  than  600  patients  had  to 
discontinue  the  drug  because  of  excessive  self-medication.  Dr. 
Lemere  warned  that  prescription  of  meprobromate  to  alcoholics 
should  be  watched  closely  for  abuse,  because  of  the  tendency 
of  some  alcoholics  to  take  excessive  amounts  of  anything  that 
acts  as  a sedative. 


in  relation  to  others.  For  this 
reason  the  various  activities  — 
recreation,  parties,  work  projects, 
study,  discussion,  and  worship  — * 
which  compose  our  program  for 
young  people  should  foster 
deeper  understanding  and  accept- 
ance of  young  persons,  and  pro- 
vide the  nourishment  required  for 
growth  in  freedom  and  responsi- 
bility. In  this  way  these  activities 
are  viewed  as  media  by  which 
further  growth  toward  maturity 
is  possible. 

Deeper  Decision 
One  of  the  unfortunate  over- 
simplifications of  the  problem  of 
alcohol  is  the  view  that  its  solu- 
tion consists  in  propagandizing  in 
the  interest  of  an  intellectal  com- 
mitment, be  it  for  abstinence  or 
temperance.  Individuals  repeated- 
ly have  resolved  intellectually  to 
abstain  or  to  be  moderate,  only 
later  to  discover  they  had  taken 
a drink  or  become  intemperate. 
Why?  The  primary  reason  I be- 
lieve to  have  been  the  lack  of 
adequate  support  for  conscious 
commitment  in  the  unconscious 
depths  of  one's  being.  Hence  the 
answer  to  such  repeated  failure 
lies  not  in  further  resolutions  of 
the  conscious  mind,  but  in  re- 
moving unconscious  blocks  to  the 
conscious  mind's  commitment. 
What  is  needed  is  as  much  inte- 
gration of  the  inner  life  as  pos- 
sible— its  conscious  and  uncon- 
scious aspects — so  that  a partic- 
ular commitment,  such  as  absti- 
nence or  temperance,  may  be 


wholehearted  rather  than  partial. 

Unfortunately,  however,  the 
change  necessary  in  the  depths  of 
one's  being  is  not  as  easily 
achieved  as  an  alteration  of  con- 
scious mind.  Exposure  to  facts 
over  a brief  duration  may  result 
in  a radical  reorientation  of  mind 
on  the  conscious  level.  But  on  the 
unconscious  level  more  complex- 
ity is  involved. 

Group  Approval  Need 

For  example,  if  one  has  had 
unstable  and  threatening  (des- 
tructive) personal  relationships 
during  the  early  years  of  his  life, 
he  is  likely  to  feel  more  than 
average  insecurity  as  a teen-ager. 
Accordingly,  his  need  for  group 
approval  is  likely  to  be  more  pro- 
nounced; and  likewise  if  his  peers 
invite  him  to  drink,  though  intel- 
lectually he  may  be  committed  to 
abstinence,  he  is  more  likely  to 
do  so  because,  being  unusually 
insecure,  he  craves  (unconscious- 
ly) the  partial  security  which 
acceptance  by  his  peers  affords 
him. 

On  the  other  hand,  if  one  has 
experienced  personal  relationships 
which  have  established  within 
him  a basic  feeling  of  security,  he 
is  more  likely,  everything  else 
being  equal,  to  confront  the  pres- 
sures of  teenage  life  in  normal 
stride.  He  has  the  foundation  for 
being  more  rational,  for  greater 
freedom  in  resisting  or  submitting 
to  the  various  tides  of  influence 
which  roll  in  upon  him.  Of 
course,  the  fact  that  his  life  rests 
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on  this  foundation  is  no  guarantee 
that  he  will  act  responsibly  in  a 
given  situation.  There  are  the 
factors  of  environment  and  hered- 
ity, and  the  peculiar  needs  of 
personality  in  the  teen  years,  that 
complicate  the  matter. 

Security  Gives  Freedom 
In  such  instances  the  signifi- 
cance of  security,  or  its  absence, 
is  readily  apparent.  To  the  extent 
it  is  present  the  individual  has 


the  basis  for  personal  freedom 
and  in  proportion  to  its  absence 
real  freedom  is  impossible.  And 
this  deep  sense  of  security  is 
achieved  only  through  security- 
producing  personal  relationships. 
Conversely,  the  profound  insecur- 
ity one  may  experience  is  the 
result  of  personal  relationships 
which  are  essentially  destructive 
in  their  effect  upon  the  indivi- 
dual's inner  life. 


Is  alcoholism  both  disease  & symptom? 

ending  drinking  may  not  solve  all  problems^ 
treating  basic  factors  may  not  end  drinking 


HEN  the  treatment  of 
alcoholics  began  to  be 
recognized  as  a medical  rather 
than  a punitive  problem,  a con- 
troversy grew  up  which  is  still 
not  settled.  The  problem  centered 
around  the  question,  'Ts  alcohol- 
ism a disease  in  its  own  right  or 
is  it  rather  a symptom  of  an 
underlying  neurotic  disorder?" 

The  answer  to  this  question 
has  direct  bearing  on  treatment. 
Is  the  primary  goal  to  stop  the 
patient  from  drinking?  Will  his 
other  problems  tend  to  disappear 
once  he  becomes  sober?  Such  an 
assumption  underlies  the  drug 
therapies  of  alcoholism.  In  the 
majority  of  cases — this  argument 
runs — the  alcoholic  is  a person 


who  could  function  adequately  if 
his  abnormal  drinking  behavior 
were  eliminated. 

Drugs  Came  First 

Historically  the  drug  treat- 
ments came  first.  The  psycho- 
logical approach  developed  later. 
Psychiatrists  reasoned  that  no 
healthy  person  would  find  any 
satisfaction  in  repeated  and  dis- 
astrous intoxication.  Therefore 
the  habitual  inebriate  must  be 
suffering  from  a severe  emotional 
illness.  Take  away  his  alcohol 
and  you  have  solved  only  one  of 
his  problems.  To  become  sober 
and  remain  sober,  he  must  under- 
go a whole  process  of  emotional 
rebirth. 

Treatment  directed  at  the 
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underlying  emotional  disorders 
of  alcoholics  — if  successful  — 
should  logically  relieve  the 
alcoholic  symptom.  Yet  this  did 
not  always  happen.  Even  deep 
psycho-analysis  in  many  instances 
failed  to  change  the  patient's 
alcoholic  pattern.  The  pendulum 
seemed  ready  to  swing  back  to 
the  chemical  approach.  Apo- 
morphine,  disulfiram,  hormones, 
vitamins  came  into  wide  use, 
often  with  the  idea  that  these 
were  treatments  for  the  alcohol- 
ism itself. 

Unsettled  Issues 

A case  reported  recently  by 
J.  E.  Shea  (New  York)  rekindles 
some  of  the  unsettled  issues  about 
the  nature  of  alcoholism.  The 
patient,  born  in  1904,  came  from 
an  Irish-American  family  of  con- 
siderable accomplishment.  The 
father  was  highly  successful  in 
his  profession.  The  mother  and 
the  patient’s  sister  were  stable, 
well-adjusted  women.  These 
other  family  members  were  at  all 
times  moderate  drinkers. 

Nothing  about  the  patient’s 
boyhood  foreshadowed  the  deep 
neurotic  traits  which  emerged 
after  he  entered  college.  From 
1922  until  1943  he  was,  in  his 
own  words,  *'drunk  around  the 
clock,”  having  his  first  drink 
before  breakfast  and  another 
every  hour  or  two  throughout 
the  day,  regardless  of  where  he 
happened  to  be.  Somehow  he 
managed  to  get  through  college 
and  law  school,  and  to  contract 


four  unsuccessful  marriages.  His 
law  practice  w^as  conducted  half- 
heartedly at  a level  far  below  his 
ability.  Yet  the  patient  managed 
to  hold  on  to  conventional  living 
habits.  There  was  no  spiral  of 
deterioration.  The  disease  quick- 
ly assumed  a chronic  course  and 
stayed  at  about  the  same  level  for 
almost  a quarter  of  a century. 

No  Satisfaction 

It  was  in  his  private  emotional 
life  that  the  pathology  w^as  more 
conspicuous.  The  man,  with  all 
of  his  advantages,  got  no  satis- 
faction from  living.  Handsome, 
poised,  intelligent,  well  educated, 
he  nevertheless  felt  perpetually 
bored.  He  seemed  incapable  of 
enjoying  other  people  or  even  of 
exploiting  his  own  superior  gifts. 
Apparently  intoxication  was  a 
means  of  insulating  himself  from 
disappointment  in  life. 

The  further  history  of  this 
alcoholic  is  still  more  exceptional. 
Having  made  no  effort  to  control 
his  drinking  during  more  than 
two  decades  he  abruptly  stopped 
drinking  in  October,  1943  and 
remained  totally  abstinent  for 
many  years.  Had  he  been  in 
treatment  at  the  time,  the  thera- 
pist w^ould  have  credited  the 
success  to  whatever  therapy  was 
being  given  just  then.  But  in 
fact  there  was  no  therapy  at  all. 

Nevertheless,  in  1950  this  man 
for  the  first  time  sought  psychia- 
tric treatment.  He  had  had  no 
trouble  with  drinking  for  seven 
years.  Many  specialists  in  the 


field  of  alcoholism  would  have 
assumed  that  this  patient’s  prob- 
lems must  have  been  solved.  Yet 
the  man  himself  knew  that  he 
had  recovered  from  nothing 
except  his  abnormal  use  of 
alcohol.  His  deep  emotional 
problems  remained  intact.  Al- 
though the  alcoholism  had  been 
the  more  outstanding  illness,  the 
underlying  neurotic  troubles  were 
even  more  persistent.  For  while 
the  alcoholism  as  a disease  of 
over  20  years’  duration  finally 
yielded  without  outside  help,  the 
neurosis  followed  a different 
course  and  failed  to  abate.  Only 
long,  intensive  therapy  directed 
at  his  underlying  emotional 
problems  brought  improvement 
in  the  patient’s  non-alcoholic 
symptoms. 

Two  Illnesses 

This  man’s  history  appears  to 
show  in  a dramatic  way  that  it 
is  not  alw'ays  enough  to  stop  a 
patient  from  drinking.  The 
neurotic  illness  w^hich  perhaps 
had  impelled  him  to  take  flight 
into  alcoholism  was  an  inde- 
pendent disease  which  finally 
demanded  treatment.  Recovery 
from  alcoholism  only  made  him 
more  aware  of  his  underlying 
emotional  disturbance.  In  this 
man  the  causal  relationship  be- 
tween the  neurosis  and  the 


alcoholism  was  not  entirely  clear. 
The  two  illnesses  seemed  to  run 
separate  courses.  Recovery  from 
alcoholism  did  not  relieve  the 
neurosis.  Many  cases  in  the 
medical  literature  illustrate  the 
principle,  also,  that  treatment 
of  underlying  neurotic  problems 
does  not  necessarily  effect  a 
recovery  from  alcohol  addiction. 

Artificial  Distinction 

The  argument,  then,  whether 
alcoholism  should  be  treated 
directly  as  a disease  in  its  own 
right,  or  whether  it  makes  more 
sense  to  tackle  the  emotional 
conflicts  which  might  make  in- 
toxication look  more  attractive 
than  sober  reality,  may  be  draw^- 
ing  an  artificial  distinction.  There 
is  evidence  that  neither  approach 
is  sufficient  by  itself. 

To  arrest  the  disease  process 
of  alcoholism  — to  stop  the 
patient  from  drinking  — is  an 
essential  goal  of  treatment.  Shea 
underscores  the  principle  that 
'‘the  alcoholism  must  be  tackled 
directly:  it  cannot  be  expected  to 
perish  by  attrition  when  the 
fundamental  neurotic  roots  are 
crushed.”  But  equally  important 
is  the  treatment  of  the  non- 
alcoholic problems  which  may 
underlie  the  abnormal  drinking, 
as  Shea’s  case  striking^Iy  demon- 
strates. 
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You  Were  Asking . . . 


HOW  DOES  ONE  USE  THESE  SERVICES? 

The  following  treofmeni  services  ore  provided. 

o.  General  hospital  beds  for  the  acutely  intoxicoted  potients. 

b.  A smoll  in-patient  service  for  continuing  care  ond  treotment. 

c.  An  out-patient  clinic  for  after-care,  diagnosis  ond  rehabilitotion. 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Rood,  Toronto,  WAInut 
3-2474  and  arrange  for  an  oppointment.  Pleose  do  not  visit  the  clinic 
without  on  oppointment.  If  you  have  o potient  in  need  and  desirous 
of  emergency  general  hospital  care,  telephone  WAInut  3-2474.  Please 
be  mindful  of  the  fact  that  orrangement  for  a hospitol  bed  must  be  made 
in  advance. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Onto  no  who  hos  a problem  with  alcohol.  AH  thot  is 
necessary  is  thot  he  or  she  wants  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  and  women  moy  toke  advantage  of  the  services  offered 
by  the  Foundotion. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Payment  for  treotment  by  the  patient  is  regorded  as  an  important  port 
of  rehobilitotion.  Escope  from  responsibility  hos  been  recognised  as  o 
symptom  of  this  illness.  It  is  realized,  however,  thot  some  patients  earn 
less  than  others,  and  therefore  o potient  is  allowed  to  pay  his  fee  over 
o period  of  time. 

HOW  MUCH  DOES  TREATMENT  COST? 

Brookside  Out- potient  Clinic  — A scole  of  fees  in  accordance  with 
patient's  finoncial  means. 

Brookside  In-potient  Service  - $10.00  per  day,  plus  cost  of  medications. 
General  hospital  in-patient  service  — chorge  ot  the  prevoiling  general 
hospital  rates  (approximately  $7  per  day,  plus  (a)  cost  of  medicotions, 
and  (b)  a flat  rate  of  $15  per  patient  to  cover  the  cost  of  speciol 
medical  care./ 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  ore  partially  covered  by  their 
insurance. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  special  provision  for  transportation  to  Toronto  or  to  branch 
services  in  London,  Ottawa,  and  Kingston.  Tronsportotion  should  be 
arranged  locolly. 
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This  periodical  is  published  five  times  a year 
in  the  interests  of  q deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Each  issue  contains  pertinent,  factual  infer- 
motion  selected  primarily  because  of  its  interest 
t@  those  who  are  called  upon  to  deal  with  alcohol- 
ism professionolly.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

ff  you  would  like  to  receive  this  publication 
regulorly,  or  if  you  wish  additional  information 
about  some  aspect  of  alcoholism,  you  are  invited 
t®  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontario. 
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Helping  nature  with  the  alcoholic 


a description  of  Brookside  procedures 
may  offer  the  G.P.  useful  suggestions 


by  John  D.  Armstrongs  M,D.^ 


After  six  years*  work  with  al- 
coholic patients,  the  treat- 
ment staff  of  the  Alcoholism 
Research  Foundation  is  unani- 
mous in  the  opinion  that  there  is 
no  one  form  of  treatment  that 
can  be  regarded  as  specific  in  any 
way  for  the  management  of  this 
illness.  This  tends  to  be  borne 


out  by  a study  soon  to  be  pub- 
lished on  a random  sample  of  our 
own  patients  followed  up  at 
varying  intervals  after  start  of 
treatment. 

We  are  of  the  opinion  that 
when  we  read  reports  which  indi- 
cate significant  successes  as  a re- 
sult of  using  various  treatments— 


*Dr..  Armstrong  is  medicol  director  of  the  Alcoholism  Research  Foundation.  This  is 
abstracted  from  a recent  address  he  delivered  before  the  Academy  of  Medicine^ 
Kingston,  Ontario. 
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and  you  know  the  variety  of  these 
is  tremendous:  psychoanalysis, 
Alcoholics  Anonymous,  apomor- 
phine  and  other  aversion  therapy, 
religious  conversion,  work  ther- 
apy, etc. — that  there  must  be 
some  common  factor  working  in 
all.  The  strange  thing  is  that  all 
these  therapies  claim  rather  com- 
parable results  in  terms  of  num- 
bers. It  would  seem  that  some- 
thing in  the  relationship  of 
patient  to  treament  probably  per- 
mits him  to  get  better.  In  some 
way  the  combination  of  services 
offered  provides  the  patient  with 
the  maximum  opportunity  to 
mobilize  his  own  resources.  This 
has  long  been  recognized  in 
general  medicine  and  surgery. 
Our  skills  merely  facilitate 
nature’s  basic  methods  of  restor- 
ing health. 

Anyone  Can  Come 

The  services  of  Brookside 
Clinic  are  available  for  any  indi- 
vidual who  will  come  to  us  on  a 
voluntary  basis  for  treatment  of 
a problem  with  the  use  of  alcohol. 
This  means,  then,  that  at  the 
point  of  seeing  a patient  initially 
we  make  no  qualifications  about 
how  he  gets  to  us.  He  may  be 
coming  only  for  the  relief  of  his 
immediate  distress.  He  may  be 
coming  because  of  threats  at 
home  or  at  work,  or  because  of 
some  demand  of  legal  authorities; 
or  he  may,  in  fact,  be  coming 
because  he  has  recognized  that  he 
has  a serious  problem  which  he 


cannot  control  himself.  He  will 
always  be  given  an  opportunity 
to  receive  our  help.  As  time  goes 
on,  however,  he  may  have  to 
modify  the  extent  to  which  he 
will  make  our  services  available, 
depending  on  the  use  he  has 
made  and  the  evidence  of  sincer- 
ity shown  by  the  patient.  Sincer- 
ity does  not  really  describe  the 
situation,  as  the  patient  often  is 
incapable  of  understanding  the 
extent  of  his  difficulties.  Fre- 
quently a patient’s  first  contact 
with  us  is  at  the  end  of  a long, 
serious  drinking  bout,  and  he  is 
in  severe  physical  distress  and 
mental  confusion. 

General  Hospital 
Our  arrangement  has  been  to 
admit  such  cases  to  one  of  the 
general  hospitals  in  Toronto, 
where  they  will  remain  usually 
for  a matter  of  about  48  hours. 
In  the  absence  of  serious  physical 
disability  such  as  peripheral  neur- 
itis or  cirrhosis  or  cerebral  de- 
terioration, it  is  generally  possible 
to  bring  a patient  to  a point 
where  he  is  ambulant  and  suitable 
for  rehabilitation  treatment  with- 
in this  period  of  time.  The  man 
who  has  been  suffering  hallucina- 
tory experiences  or  other  mani- 
festations of  delirium  tremens 
may  require  a while  longer.  The 
essential  problem  in  physical  re- 
habilitation is  the  restoration  of  a 
normal  pattern  of  rest  and  diet. 
In  many  instances  this  can  be 
done  without  the  help  of  any 


MIDWEST  INSTITUTE  OF  ALCOHOL  STUDIES 

A five-day  course  sponsored  by  the  Wisconsin  Council  on  Alcoholism,  the 
Michigan  Board  of  Alcoholism,  the  University  of  Wisconsin,  and  Western  Michigan 
University. 

At  Kalamazoo,  Michigan,  June  24-28,  1957. 

Attendance  limited  to  100,  Total  cost  per  person  $77.00. 

Information  available  from  the  Alcoholism  Research  Foundation,  9 Bedford 
Rd.,  Toronto  5. 


particular  medication  and  simply 
the  substitution  of  a proper  well- 
balanced  diet  for  alcoholic  starva- 
tion. However,  it  is  possible  to 
make  this  process  of  recovery 
easier  by  certain  pharmaceutical 
aids.  The  one  that  we  have  been 
using  for  some  time  is  the  intra- 
venous use  of  30  to  40  mgms.  of 
ordinary  insulin  in  50  c.c.*s  of  50 
per  cent  glucose,  frequently  with 
20  to  30  mgms.  thiamine  or  other 
B-vitamins  added.  More  recently 
we  have  been  interested  in  the 
use  of  the  tranquillizers — chlor- 
promazine  and  promazine  being 
the  ones  we  have  explored  mostly 
in  this  stage  of  the  disease. 

Drugs  of  Choice 

We  have  not  been  distressed 
by  the  occasional  case  of  jaundice 
on  chlorpromazine,  finding  that 
despite  frequent  liver  involve- 
ment in  the  alcoholic,  chlorpro- 
mazine jaundice  did  not  add  to 
the  complication,  and  the  fre- 
quency of  jaundice  was  no  greater 
than  in  other  types  of  illness. 
However,  there  is  some  reason  to 
accept  that  promazine  (sold  under 
the  trade  name  Sparine)  does 
seem  to  be  less  irritating  in  its 
administration  and  is  free  of  risk 


of  complication  such  as  jaudice 
and  dermatitis.  While  possibly 
not  quite  as  effective  as  chlorpro- 
mazine, its  ease  of  administration 
has  made  it  a competitively  useful 
way  of  treating  the  acutely  ill 
alcoholic.  We  avoid  the  use  of 
sedative  wherever  possible.  Ob- 
viously there  are  times  when 
massive  sedation  must  be  employ- 
ed in  order  to  bring  the  restless 
patient  under  control,  but  we  do 
not  agree  that  sedation  by  paral- 
dehyde, chloral  hydrate,  baroitur- 
ates  or  bromide,  should  ever  be 
routine.  This  becomes  particular- 
ly true  when  we  come  to  the 
continuing  therapy  of  these 
patients,  who  may  easily  be  in- 
duced to  believe  that  it  is  safe  to 
substitute  the  new  drug  for  the 
one  they  have  used  before — ethyl 
alcohol — ^which  they  do  not  think 
of  as  a drug. 

The  Next  Stage 
The  patient  who  is  well 
enough  in  a matter  of  a couple 
of  days  is  transferred  to  one  of 
the  beds  which  we  have  at 
Brookside  Clinic.  The  man  who 
has  severe  complications  requir- 
ing further  investigation  or  treat- 
ment is  transferred  to  another 


[3] 


medical  service  in  general  hos- 
pital, since  it  is  felt  that  such 
complications  generally  lie  be- 
yond the  scope  of  simple  alco- 
holism, and  would  normally 
warrant  admission  without  regard 
to  the  patient’s  alcoholism. 

Rest  and  Diet 

At  Brookside  we  focus  on  the 
rehabilitation  of  a disturbed  per- 
sonality. It  is  true  that  occasion- 
ally we  make  use  of  some  of  the 
tranquillizing  drugs  to  sustain  the 
severely  distressed  or  chronically 
anxious  person.  These  represent 
a minority  among  our  patients. 
Especially  in  hospital,  it  is  not  so 
essential  for  the  patient  to  feel 
completely  relaxed  or  even  to 
gain  a fixed  number  of  hours  of 
sleep  each  night.  Usually,  in  a 
matter  of  a few  days  he  finds  that 
he  is  feeling  much  more  comfort- 
able and  a regular  sleep  pattern 
has  been  established.  While  we 
do  encourage  the  use  of  the  con- 
glomerate multi-vitamin-mineral 
preparations  and  high  protein 
supplements,  we  are  again  in- 
clined to  believe  that  the  restora- 
tion of  the  normal  diet  in  itself 
would  be  sufficient  to  bring  about 
adequate  recovery  in  our  patients 
—even  in  those  cases  where  one 
might  diagnose  fatty  liver  on  the 
basis  of  a large,  tender  liver  at 
the  time  of  admission.  These 
constitute  about  45  per  cent  of 
our  admissions. 

One  problem  that  one  needs  to 
stress  in  instructing  the  alcoholic, 


is  his  failure  of  nutrition  in  the 
past,  his  need  to  establish  a well- 
balanced  diet,  and  also  the  fact 
that  when  he  is  fatigued,  hungry, 
or  emotionally  aroused,  he  is 
likely  to  sustain  himself  with  tre- 
mendous quantities  of  coffee  or 
soft  drinks  rather  than  more  sub- 
stantial elements  of  diet. 

Our  social  workers  attempt  to 
understand  the  setting  in  which 
this  person  has  been  operating,  to 
get  a picture  of  his  family  prob- 
lems and  his  difficulties  at  work, 
and  to  help  him  plan  new  ways 
of  approaching  these  areas  of 
living.  In  the  great  majority  of 
patients,  where  it  is  impossible 
if  not  indeed  risky,  to  insist  on 
intensive  psychiatric  treatment, 
the  trained  psychiatric  social 
worker  can  offer  the  type  of 
assistance  and  support  that  will 
sustain  these  individuals  through 
the  initial  months  of  sobriety. 
Psychologists  are  available  to 
examine  patients  and  appraise 
personality  and  intelligence,  and 
also  to  assist  in  various  researches 
on  the  problems  of  our  patients. 
We  have  general  physicians  on 
our  staff  who  do  most  of  the 
medical  examination  of  patients 
and  the  prescribing  of  whatever 
medications  or  physical  treatment 
is  indicated. 

Protective  Drugs 

We  encourage  the  use  of  what 
we  call  the  protective  drugs. 
Disulfiram  (Antabuse)  is  the 
older  and  more  well-known  of 


TWO  PROTECTIVE  DRUGS  COMPARED 


Daily  | 

dose 

1 Sensitizing: 
time 

Protection 

time 

Intensity 
of  reaction 

Side 

effects 

Disulfiram 

500  m^. 

1 tab. 

Slow 

7-10  days 

Long 

7-10  days 

Violent 

Frequent 

CCC 

100  m^m. 

2 tab. 

Rapid 

2-3  hours 

Short 

2-3  days 

Mild 

Minimal 

these.  Citrated  calcium  carbimide 
(CCC)  is  the  most  recent  de- 
velopment. The  pharmacologic 
action  of  these  drugs  is  to  inter- 
fere with  the  breakdown  of 
acetaldehyde.  As  a result,  a 
patient  who  has  taken  either  drug 
cannot  metabolize  alcohol  beyond 
the  acetaldehyde  stage,  and  he 
suffers  a severe  reaction  due  to 
accumulation  of  this  substance 
when  alcohol  is  ingested.  The 
value  of  the  drugs  lies  in  the 
patient’s  knowledge  that  if  he 
drinks  while  taking  one  of  them, 
alcohol  can  offer  no  pleasure — 
even  a fleeting  one — for  the 
acetaldehyde  symptoms  appear  in 
a very  few  minutes. 

Disulfiram,  the  older  drug,  has 
many  side  effects  that  are  fre- 
quently unpleasant.  To  date  cit- 
rated calcium  carbimide  (CCC) 
has  shown  negligible  side  effects, 
only  an  occasional  complaint  of 
drowsiness.  It  tends  to  build  up 
to  a point  where  reaction  would 
be  caused  much  more  rapidly 
than  is  the  case  with  disulfiram. 
Patients  should  be  on  disulfiram 
for  approximately  a week  before 
one  can  depend  on  production  of 
a reaction  with  alcohol.  With 
CCC  a reaction  may  take  place  if 
the  person  drinks  within  a 


matter  of  hours.  On  the  other 
hand,  the  protection  thus  gained 
from  disulfiram  will  last  many 
days,  whereas  that  from  CCC  may 
only  last  a day  or  so.  Generally, 
too,  CCC  reaction  is  not  quite  so 
violent  as  that  with  disulfiram. 
Both,  however,  can  be  depended 
upon  sujfiiciently  that  they  will 
effectively  deter  a patient  who 
fears  that  he  may  drink  on  im- 
pulse. 

Group  Methods  Indicated 

The  psychiatrists  in  our  clinic 
are  available  to  examine  all 
patients  and  make  a personality 
appraisal,  and  carry  on  psycho- 
therapy with  a limited  number 
who  recognize  their  personality 
difficulties  as  being  severe  enough 
to  warrant  continuing  intensive 
treatment.  My  own  impression  is 
that  a considerable  number  of  our 
alcoholic  patients  have  moder- 
ately severe  personality  difficulties 
that  require  attention.  However, 
the  intensive  psychiatric  inter- 
view technique  is  much  too  pain- 
ful and  difficult  for  these  people 
to  cope  with.  For  that  reason  we 
have  found  it  most  expedient  to 
use  group  methods. 

In  our  small  15-bed  hospital 
the  patient  comes  to  us  sober  and 


ambulant.  The  group  of  patients, 
therefore,  spends  most  of  its  time 
together — at  meals,  in  the  lounge, 
playing  games,  etc.  Treatment  is 
largely  handled  as  a group  opera- 
tion, and  representatives  of  each 
of  the  disciplines  on  our  staff 
meet  with  the  patients  frequently 
through  their  stay  in  hospital, 
discussing  the  alcoholic's  prob- 
lems from  their  own  particular 
point  of  view.  In  many  instances 
the  particular  aspect  is  illustrated 
by  the  use  of  a film. 

The  Nurse^s  Role 

We  have  a full  time  nursing 
staff,  and  of  course  the  nurse,  in 
a setting  such  as  this,  can  play  a 
vital  role.  Bedside  nursing  is 
minimal.  The  nurse  is  available, 
however,  at  all  hours  as  the  staff 
representative,  a person  who 
understands  the  alcoholic  in  his 
difficulties  and  can  help  him  to 
begin  the  hard  road  of  readjust- 
ment to  what  is  often  a very  hos- 
tile environment.  He  is  not 
readily  forgiven  for  the  apparent 
pleasures  he  has  had  at  the  ex- 
pense of  others  in  the  past,  and 
it  may  take  him  considerable  time 
to  reestablish  himself  in  his  home 
and  at  his  work. 

We  feel,  of  course,  that  this 
initial  period  of  hospitalization  is 
only  a step  in  the  total  recovery 
of  the  individual.  It  may  be  that 
he  will  find  he  can  maintain  this 
recovery  through  contact  with 
Alcoholics  Anonymous  or  by  re- 
turn to  some  previously  aban- 


doned social  pattern,  but  in  many 
instances  he  should  make  use  of 
continuing  clinic  service.  In  our 
outpatient  clinic  a patient  can  see 
the  various  staff  people  already 
mentioned,  and  there  are  groups 
available  to  him. 

The  General  Practitioner 

Perhaps  I should  say  a special 
word  about  the  general  practi- 
tioner. It  must  be  fairly  obvious 
that  a 15-bed  special  unit  for 
alcoholism,  and  our  branches  are 
never  going  to  meet  the  problem 
that  exists  in  our  province.  We 
can  only  point  the  way.  In  many 
cases,  the  general  practitioner 
who  is  readily  available  will  com- 
bine the  qualities  of  physician, 
psychiatrist,  social  worker,  nurse, 
and  all  the  other  disciplines. 
Time  spent  attempting  to  under- 
stand alcoholics  will  often  be  very 
rewarding. 

In  addition  to  our  Toronto 
establishment,  we  also  have 
branches  operating  now  in 
Ottawa,  London  and  Kingston. 

In  the  branch  cities  it  may  be 
necessary  to  have  the  patient  stay 
in  general  hospital  a few  days 
longer  than  the  one  or  two  in 
Toronto,  at  which  point  we  can 
transfer  the  man  to  our  own 
Brookside  Hospital.  Sometimes  a 
patient  well  enough  to  be  trans- 
ferred to  Brookside  is  not  quite 
well  enough  to  return  to  his 
home  and  all  the  stresses  that 
have  been  conducive  to  his  con- 
tinuing alcoholism. 


A letter  from  a patienfs  wife  . . . 

"T  HAVE  just  read  in  The  Toronto  Star  where  the  Foundation 
A is  certainly  giving  some  wonderful  advice  to  the  public.  This 
article  means  so  much  to  me  as  everything  you  mention  is  so  true. 
I know,  because  our  house  lived  through  so  much  humiliation  in 
this  small  community  because  of  my  husband's  alcoholism. 

“At  that  time,  no  one  knew  anything  about  alcoholism  in  this 
town. 

“The  doctors,  as  your  article  explains,  had  either  a conscious 
or  unconscious  resentment  toward  me,  even  more  so  than  toward 
my  husband.  Who  was  I to  tell  them  what  was  wrong  with  my 
husband  and  with  our  lives  in  general  because  of  his  illness? 

“So  many  wonderful  things  have  happened  to  us  because  I 
tried  to  get  help  for  him. 

“I  told  you  how  I was  so  happy  that  he  was  taking  an  active 
part  in  the  community  and  how  he  loves  to  talk  to  people  now. 
He  used  to  hide  away  from  everyone  and  everything  except  for 
going  to  work  eight  hours  a day.  He  never  bothered  to  talk  to 
anyone  except,  of  course,  if  he  was  drinking. 

Recently  there  was  a great  need  for  a man  with  not  too  many 
commitments  to  go  on  the  Metf s Group  Committee  for  the  Cubs 
and  Boy  Scouts.  I mentioned  to  my  husband  that  they'd  like  him 
to  come  out  to  a general  meeting.  He  wasn't  very  anxious  and 
couldn't  make  up  his  mind.  The  night  of  the  meeting  came  and 
he  said:  “I  can't  go  ...  I have  work  to  do."  I suggested  he 
phone  the  man  who  had  urged  him  to  go  to  the  meeting  and 
explain  that  he  had  work  to  do.  He  phoned  the  man,  who  knew 
us  very  well  during  our  bad  time,  and  he  insisted  that  he  come. 

“My  husband  went  that  night  and  they  put  him  on  a com- 
mittee. The  man  who  urged  him  to  come  was  on  the  town  council 
a few  years  ago  when  I invaded  a council  meeting  demanding  police 
protection  when  the  doctors  wouldn't  listen  to  me. 

“Well,  he  has  gone  to  two  general  meetings  since,  has  made 
motions  to  have  work  done  and  he  has  offered  to  help  do 
this  work.  Now,  to  top  it  all  off,  last  night  one  of  the  leaders 
of  the  Cub  Pack  called  to  ask  if  my  husband  would  present  their 
proficiency  badges. 

“We  are  very  humble  and  proud  of  all  these  little  things. 
They  are  really  big  in  the  eyes  of  people  who  were  so  humiliated 
because  of  the  ignorance  of  the  disease,  alcoholism. 
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ley,  M.A.,  sociologist,  has  been  appointed  Director  of  Research. 

i research  staff  now  numbers  eight. 

budget  was  increased  from  $54,000  in  1955. 

here  have  been  45  research  projects  undertaken. 

being  carried  on  at  the  Foundation  and  in  the  universities  of  Ontario  on  grants 
/ the  Foundation. 

^ers  many  approaches — psychiatric  and  psychological,  physiological  and  bio- 
il,  sociological  and  anthropological,  epidemiological,  pharmacological,  legal,  and 


int  and  out-patient  service  Is  offered  at  Brookside  Clinic,  9 Bedford  Road,  Toronto, 
treatment  is  available  through  Foundation  branches  in  London,  Ottawa,  and 

more  than  4,000  patients  have  been  treated  in  Foundation  clinics, 
ly  22  per  cent  of  these  patients  were  referred  by  physicians,  13  per  cent  came 
A.A.,  1 3 per  cent  were  encouraged  by  family  and  friends  to  seek  help. 


'especting  recognition,  treatment,  and  prevention  of  alcoholism  is  the  burden  of 
:atlon  program. 

pamphlets,  periodicals,  newspapers,  radio,  motion  pictures,  television,  public 
s — are  used. 

ams  and  seminars  are  arranged  for  both  lay  and  professional  groups  to  meet 
5ds. 

Dhasis  was  given  to  educational  work  among  industrial  personnel,  clergy,  high 
lachers,  and  the  armed  forces. 


il  s of  alcoholics  in  Ontario  have  increased  by  178  per  cent  between  1945  and 
fl  total  today  stands  at  76,000.  ...  In  view  of  the  size  of  the  problem  and  the 
t^:)f  treatment  services'  meeting  the  need  for  several  years,  it  is  essential  that  C 
so — family  physicians,  social  workers,  clergymen,  to  mention  only  a few — become 
its  control  and  prevention  of  alcoholism.  . . ."  — H.  David  Archibald,  M.S.W., 

Executive  Director,  A.R.F. 


i -pdge  Sixth  Annual  Report  of  the  Foundation  is  available  to  interested 
f t.  Address  your  inquiry  to  9 Bedford  Rd.,  Toronto  5, 


It’s  WHY  he  drinks  that  matters 


tvhen^  how  much^  or  what  a man  drinks 
are  not  the  most  relevant  questions 


An  Omaha  psychiatrist,  Jackson 
A.  Smith,  recently  set  about 
debunking  some  popular  miscon- 
ceptions as  to  how  and  what  an 
individual  must  drink  to  be  diag- 
nosed as  an  alcoholic.  Dr.  Smith 
was  writing  in  the  Journal  of  the 
American  Medical  Association. 

Some  people,  for  example,  think 
that  a man  who  drinks  a quart  of 
whiskey  a day  but  never  drinks 
alone,  or  one  who  routinely  con- 
sumes 12  bottles  of  beer  a day 
although  he  never  touches  whiskey 
is  not  a *'rear'  alcoholic. 

False  Criteria 

The  fact  that  a man  never  drinks 
alone,  or  drinks  only  beer,  has 
nothing  to  do  with  the  severity  of 
alcoholism.  Also,  to  be  a chronic 
alcoholic  it  is  not  necessary  for  a 
man  to  have  delirium  tremens  or  to 
become  obviously  intoxicated. 

Neither  can  alcoholism  be  diag- 
nosed by  the  clock.  It  is  not  neces- 
sary for  an  individual  to  start  drink- 
ing in  the  morning,  before  lunch, 
or  before  5 p.m.  to  be  an  alcoholic; 
although  as  the  illness  progresses, 
the  hour  at  which  the  first  drink 
is  taken  may  be  earlier  in  the  day. 
An  alcoholic  is  any  person  *’who 


relies  on  alcohol  to  meet  the  ordi- 
nary demands  of  living  and  con- 
tinues to  drink  excessively  after 
alcohol  has  caused  him  marital  or 
occupational  difficulty,'*  Dr.  Smith 
said.  He  is  an  alcoholic  whether  he 
drinks  only  in  the  evening,  has 
never  taken  a drink  when  alone, 
or  has  not  touched  anything  but 
beer  for  five  years. 

Dr.  Smith  made  his  comments  in 
a special  article  on  the  psychiatric 
treatment  of  alcoholism,  one  of  a 
series  prepared  by  the  committee 
on  alcoholism  of  the  A.M.A.  Coun- 
cil on  Mental  Health  to  help 
general  practitioners  treat  the  dis- 
ease. Dr.  Smith  is  on  the  staff  of 
the  Nebraska  Psychiatric  Institute 
and  the  University  of  Nebraska 
College  of  Medicine. 

Two  Problems 

In  treating  an  alcoholic,  the 

auestion  is  not  only  what  or  how 
le  man  drinks,  but  also  why.  Two 
problems  must  be  met:  the  effects 
of  the  alcohol,  and  the  underlying 
forces  producing  anxiety,  which  in 
turn  causes  the  man  to  drink.  Dr. 
Smith  said.  The  majority  of  chronic 
alcoholics  have  an  unusual  amount 
of  anxiety  or  tension  that  they 


attempt  to  control  by  drinking.  This 
anxiety,  which  probably  springs 
from  an  inability  to  express  anger 
or  resentment,  is  experienced  as  a 
feeling  of  fear,  dread,  or  apprehen- 
sion that  may  amount  to  panic. 

Dr.  Smith  pointed  out  that 
physical  effects  of  alcohol  are  more 
easily  treated,  and  tend  to  be  self- 
limiting  if  alcohol  is  withheld. 
However,  unless  the  underlying 
problems  are  relieved,  the  drinking 
will  be  resiuned  as  the  anxiety 
recurs  and  increases  in  intensity. 

Basically  the  aim  of  psychothera- 
py is  an  attempt  to  encourage  the 
patient  to  express  anger,  and  thus 
to  prevent  its  accumulating  and 
leading  to  increased  tension,  anxie- 
ty, and  another  drinking  bout.  Dr. 
Smith  said. 

Must  Be  Acceptable 

The  first  step  is  for  the  patient 
to  accept  the  diagnosis  and  the 
need  for  treatment  — he  cannot  be 
''deceived  into  sobriety*’.  For 
psychotherapy  to  be  successful,  the 
patient  must  personally  conclude 
that  for  him  drinking  is  impossible. 
He  cannot  abstain  in  order  to 
humor  his  unduly  alarmed  wife, 
to  placate  an  irate  employer,  or  for 
any  reason  other  than  an  actual 
understanding  of  the  inevitable 
consequence  of  taking  one  drink. 
He  must  realize  that  there  can  be 
no  compromise:  he  must  be  either 
a teetotaler  or  a drunk.  Dr.  Smith 
said. 


In  approaching  the  alcoholic 
patient,  the  doctor  must  remember 
that  "the  patient  will  inevitably 
minimize  the  amount  he  drinks, 
the  trouble  it  has  caused  him,  and 
the  fears  he  feels  about  existing 
without  alcohol.  The  family  will 
be  understandably  reluctant  to 
allow  him  to  assume  responsibility 
for  himself;  however,  if  the  family 
hides  a bottle  from  the  patient,  he 
is  undoubtedly  successfully  hiding  a 
bottle  from  them.” 

Treatment  Must  Fit 

As  a group,  alcoholics  respond 
very  poorly  to  coercion,  restriction, 
or  threats.  Lecturing  or  moralizing 
is  rarely  of  any  benefit,  he  said.  The 
treatment  must  fit  the  individual 
alcoholic  and  not  the  diagnosis 
alone.  The  patient  must  be  allowed 
to  do  the  talking  so  that  he  can 
clarify  and  explain  the  reasons  he 
offers  himself  for  drinking.  This 
also  allows  the  doctor  to  learn  why, 
rather  than  what  or  how  much,  he 
drinks. 

Most  important  for  the  success 
of  treatment  is  the  patient’s  coop- 
eration and  understanding  of  his 
problem  and  treatment.  Dr.  Smith 
said.  Getting  the  complete  coopera- 
tion of  the  patient  is  not  as  simple 
as  it  might  seem.  The  patient  may 
find  the  diagnosis  of  chronic  alco- 
holism totally  unacceptable  and 
frightening.  It’s  up  to  the  doctor 
to  make  the  diagnosis  as  acceptable 
as  possible. 
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The  alcoholic  as  a surgical  risk 

special  consideration  must  he  given 
the  alcoholic  patient^s  anaesthetic 


That  alcoholic  patients  repre- 
sent a special  risk  at  surgical 
operation  is  a widely  held  belief. 
This  idea  appears  to  be  based 
mainly  on  the  experience  that 
delirium  tremens  frequently  de- 
velops in  alcoholics  after  they  are 
brought  to  a hospital  for  an 
emergency  operation,  and  it  is 
obvious  that  a violent  delirium 
constitutes  a grave  danger  for  a 
surgical  patient.  A.  Lewis  (Lon- 
don) has  therefore  recently  re- 
viewed this  problem  carefully. 

Why  Operate? 

The  condition  which  necessi- 
tates the  surgical  procedure,  he 
notes,  is  one  of  the  main  factors 
in  determining  the  degree  of  risk. 
In  alcoholics  the  most  common 
causes  are  gastro-intestinal  crises 
and  injury.  For  example,  in  a 
series  of  alcoholic  patients  seen  in 
a psychiatric  clinic,  10  per  cent 
had  undergone  operation  during 
the  course  of  their  alcoholism; 
and  half  of  these  had  been  for 
peptic  ulcer,  cholecystitis  or  ap- 
pendicitis. Injury  is  a frequent 
cause  since  alcoholics  are  prone 
to  have  accidents  and  to  be  the 
victims  of  assault. 

A man  brought  to  the  hospital 


intoxicated  but  without  the  phy- 
sical stigmas  of  prolonged  alco- 
holism does  not  present  any 
special  surgical  risk,  Lewis  points 
out.  But  the  nutritional  deficien- 
cies of  the  confirmed  alcoholic, 
and  the  presence  of  liver  damage 
in  particular,  do  add  decidedly  to 
the  risk.  Yet  these  conditions 
may  be  circumvented  if  there  is 
time  to  correct  the  nutritional 
defects  and  to  establish  proper 
hydration  before  operating. 

The  majority  of  alcoholics  must 
be  considered  as  having  some 
psychological  abnormality.  Hence, 
their  emotional  reaction  to  an 
operation  should  be  taken  into 
account.  Moreover,  the  person- 
ality of  the  patient  as  well  as  his 
social  circumstances  can  strongly 
influence  the  outcome  of  the 
operation.  Whenever  possible, 
therefore,  surgery  should  be  post- 
poned until  physical  deficiencies 
can  be  corrected  and  evaluation 
of  the  patient’s  psychiatric  con- 
dition can  be  carried  out. 

Main  Safeguards 

The  main  safeguards  against 
complications,  in  Lewis’  words, 
are  '‘not  pharmacological  methods 
or  recondite  psychotherapy,  but 
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adequate  inquiry  into  the  patient's 
personality  and  attitudes  and  due 
regard  to  situation  and  psychiatric 
history  when  deciding  on  operation, 
anesthetic  and  post-operative  care." 
Above  all,  in  the  case  of  alcoholics. 


Lewis  emphasizes,  special  consider- 
ation must  be  given  to  the  choice 
and  application  of  anesthesia.  With 
these  precautions,  however,  the 
alcoholic  need  not  present  any  un- 
due risk  for  surgery. 
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Hospitals  urged  to  treat  alcoholics 

admission  should  be  on  individual  merit 
declares  A.M.A.  Committee  on  Alcoholism 


The  problem  of  the  hospitaliza- 
tion of  patients  with  the  diag- 
nosis of  alcoholism  has  been  con- 
sidered carefully  by  the  Council  on 
Mental  Health  of  its  American 
Medical  Association  and  its  Com- 
mittee on  Alcoholism.  A report  and 
resolution  on  this  subject  was  sub- 
mitted to  the  Board  and  approved 
for  presentation  to  the  House  of 
Delegates  for  its  action.  The  state- 
ment follows: 

Among  the  numerous  personality 
disorders  encountered  in  the  general 
population,  it  has  long  been  recog- 
nized that  a vast  number  of  such 
disorders  are  characterized  by  the 
outstanding  sign  of  excessive  use 
of  alcohol.  All  excessive  users  of 
alcohol  are  not  diagnosed  as  alco- 
holics, but  all  alcoholics  are  exces- 
sive users.  When,  in  addition  to 
this  excessive  use,  there  are  certain 
signs  and  symptoms  of  behavioral, 
personality  and  physical  disorder  or 


of  their  development,  the  syndrome 
of  alcoholism  is  achieved.  The  in- 
toxication and  some  of  the  other 
possible  complications  manifested 
in  this  syndrome  often  make  treat- 
ment difficult.  However,  alcoholism 
must  be  regarded  as  within  the  pur- 
view of  medical  practice.  The 
Council  on  Mental  Health,  its  Com- 
mittee on  Alcoholism,  and  the  pro- 
fession in  general  recognizes  this 
syndrome  of  alcoholism  as  illness 
which  justifiably  should  have  the 
attention  of  physicians. 

No  Special  Equipment 

One  of  the  most  consistent  com- 
plaints of  physicians  who  wish  to 
care  for  these  patients  is  that  many 
hospitals  will  not  admit  such 
patients  with  a diagnosis  of  alcohol- 
ism. Many  feel  that  these  people 
are  intractable,  uncooperative,  and 
difficult  to  handle.  Because  of  their 
untoward  behavior,  hospital  author- 
ities feel  that  they  are  hot  equipped 
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to  take  care  of  the  medical  treat- 
ment of  such  overactive  patients. 
Where  such  patients  are  unruly  and 
uncooperative,  this  attitude  is 
understandable.  However,  for  many 
of  these  sick  people  who  express 
a wish  to  be  treated  in  a general 
hospital,  it  has  been  generally 
found  that  cooperation  is  forth- 
coming and  that  no  special  atten- 
tion or  equipment  is  necessary  for 
treating  (iiese  patients.  Hospitals 
should  be  urged  to  consider  admis- 
sion of  such  patients  with  a diag- 
nosis of  alcoholism  based  upon  the 
condition  of  the  individual  patient 
rather  than  a general  objection  to 
all  such  patients.  Such  objections 
have  been  very  frustrating  for 
physicians  who  wish  to  treat  these 
patients  and  often  discourage  them 
from  taking  a greater  interest  in 
alcoholics. 

The  Council  on  Mental  Health, 
therefore,  urges  hospital  administra- 
tors and  the  staffs  of  hospitals  to 
look  upon  alcoholism  as  a medical 
problem  and  to  admit  patients  who 
are  alcoholics  to  their  hospitals  for 
treatment,  such  admission  to  be 
made  after  due  examination,  inves- 
tigation and  consideration  of  the 
individual  patient.  Chronic  alcohol- 
ism should  not  be  considered  as 
an  illness  which  bars  admission  to 
a hospital,  but  rather  as  qualifica- 
tion for  admission  when  the  pa- 
tient requests  such  admission  and  is 
cooperative,  and  the  attending  phy- 
sician’s opinion  and  that  of  hospital 
personnel  should  be  considered. 


The  chronic  alcoholic  in  an  acute 
phase  can  be,  and  often  is,  a medi- 
cal emergency. 

Five  Points 

In  support  of  the  above  state- 
ment, the  Council  is  of  the  opinion 
that: 

1.  Alcoholic  symptomatology  and 
complications  which  occur  in  many 
personality  disorders  come  within 
the  scope  of  medical  practice. 

2.  Acute  alcoholic  intoxication 
can  be,  and  often  is,  a medical 
emergency.  As  with  any  other  acute 
case,  the  merits  of  each  individual 
case  should  be  considered  at  the 
time  of  the  emergency. 

3.  The  type  of  alcoholic  patient 
admitted  to  a general  hospital 
should  be  judged  on  his  individual 
merits,  consideration  being  given  to 
the  attending  physician's  opinion, 
cooperation  of  the  patient,  and  his 
behavior  at  the  time  of  admission. 
The  admitting  doctors  should  then 
examine  the  patient  and  determine 
from  the  history  and  his  actions 
whether  he  shoidd  be  admitted  or 
refused. 

4.  In  order  to  offer  house  officers 
well-rounded  training  in  the  general 
hospital,  there  should  be  adequate 
facilities  available  as  part  of  a 
hospital  program  for  care  of  alco- 
holics. Since  the  house  officer  in 
a hospital  will  eventually  come  in 
contact  with  this  type  of  patient 
in  practice,  his  training  in  treating 
this  illness  should  come  while  he 
is  a resident  officer.  Hospital 
staffs  should  be  urged  to  accept 
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these  patients  for  treatment  and 
cooperate  in  this  program. 

5.  With  improved  means  of 
treatment  available  and  the  changed 
viewpoint  and  attitude  which  places 
the  alcoholic  in  the  category  of  a 
sick  individual,  most  of  the 
problems  formerly  encountered  in 
the  treatment  of  the  alcoholic  in  a 
general  hospital  have  been  greatly 
reduced.  In  any  event,  the  indivi- 
dual patient  should  be  evaluated 
rather  than  have  general  objection 
on  the  grounds  of  a diagnosis  of 
alcoholism. 

It  is  recognized  that  no  general 
policy  can  be  made  for  all  hos- 
pitals. Administrators  are  urged  to 
give  careful  consideration  to  the 
possibility  of  accepting  such 
patients  in  the  light  of  the  newer 
available  measures  and  the  need 
for  providing  facilities  for  treating 
these  patients.  In  order  to  render 


a service  to  the  community,  provi- 
sion should  be  made  for  such 
patients  who  cooperate  and  who 
wish  such  care. 

Education  Needed 

In  order  to  accomplish  any 
degree  of  success  with  the  problem 
of  alcoholism,  it  is  necessary  that 
educational  programs  be  enlarged, 
methods  of  case  finding  and  follow- 
up be  ascertained,  research  be  en- 
couraged, and  general  education 
toward  acceptance  of  these  sick 
people  for  treatment  be  emphasized. 
The  hospital  and  its  administra- 
tion occupy  a unique  position  in  the 
community  which  allows  them  great 
opportunities  to  contribute  to  the 
accomplishment  of  this  purpose.  It 
is  urged  that  general  hospitals  and 
their  administrators  and  staffs  give 
thought  to  meeting  this  respon- 
sibility. 


ALCOHOLICS  IN  ONTARIO 
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You  Were  Asking . . . 

WHAT  TREATMENT  SERVICES  ARE  OFFERED? 

The  foilawing  treotment  services  ore  provided. 

o.  General  hospital  beds  for  the  acutely  intoxicoted  patients. 

b.  A small  in-patient  service  for  continuing  care  end  treotment. 

c.  An  out-patient  clinic  for  ofter-care,  diognosis  ond  rehobilitation. 

HOW  DOES  ONE  USE  THESE  SERVICES? 

Telephone  or  write  to  Brookside  Clinic,  9 Bedford  Road,  Toronto,  WAInut 
3-2474  ond  orrange  for  an  oppointment.  Please  do  not  visit  the  clinic 
without  on  oppointment.  If  you  hove  o patient  in  need  ond  desirous 
of  emergency  general  hospital  core,  telephone  WAInut  3-2474.  Pleose 
be  mindful  of  the  foct  that  orrangement  for  o hospital  bed  must  be  made 
in  odvonce. 

WHO  MAY  USE  THESE  SERVICES? 

Any  resident  of  Ontario  who  has  o problem  with  alcohol.  All  thot  is 
necessary  is  thot  he  or  she  wants  help. 

ARE  FEMALE  ALCOHOLICS  ADMITTED? 

Yes,  both  men  and  women  moy  take  advontoge  of  the  services  offered 
by  the  Foundation. 

WHAT  ABOUT  PAYING  FOR  TREATMENT? 

Poyment  for  treotment  by  the  potient  is  regorded  os  on  important  port 
of  rehabilitation.  Escape  from  responsibility  has  been  recognised  os  o 
symptom  of  this  illness.  It  is  reolized,  however,  that  some  patients  eom 
less  than  others,  ond  therefore  o potient  is  allowed  to  pay  his  fee  over 
0 period  of  time. 

HOW  MUCH  DOES  TREATMENT  COST? 

Brookside  Out-patient  Clinic  — A scole  of  fees  in  accordance  with 
potient's  financial  means. 

Brookside  In-potient  Service  - $10.00  per  day,  plus  cost  of  medications. 
General  hospital  in-patient  service  — charge  at  the  prevailing  general 
hospital  rates  plus  cost  of  medications. 

DOES  BLUE  CROSS  COVER  PATIENTS? 

Yes.  Patients  who  subscribe  to  Blue  Cross  are  partially  covered  by  their 
insurance. 

IS  SPECIAL  TRANSPORTATION  PROVIDED? 

There  is  no  special  provision  for  transportation  to  Toronto  or  to  branch 
services  in  London,  Ottawo,  ond  Kingston.  Transportation  should  be 
orranged  locally. 
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How  Ontario  clergy  look  at  alcoholism 

denominational  and  individual  differences 
revealed  by  study  of  experience  and  views 

by  C Wolch,  B.A* 


The  following  report  is  based 
on  a questionnaire  survey 
conducted  during  1950  among  the 
clergymen  of  five  denominations: 
Anglican,  Baptist,  Presbyterian, 
Roman  Catholic  and  United.  Ac- 
cording to  the  Census  of  1951, 
about  88  percent  of  the  popula- 
tion of  Ontario  belong  to  one  or 


other  of  these  five  denomina- 
tions\  Questionnaires  were  sent  to 
all  Ontario  clergymen  listed  in 
the  yearbooks  of  the  churches 
mentioned.  These  comprised  a 
total  of  2,259  of  whom  942  or 
42  percent  returned  completed 
questionnaires.  The  highest  per- 
centage of  responses  (53.9)  was 


*Mi88  Wolch  is  a research  assistant  with  the  Alcoholism  Research  Foundation^ 
Toronto, 


received  from  the  clergymen  of 
the  United  Church  and  the  lowest 
from  those  of  the  Roman  Catholic 
(31.9). 

The  questionnaire  was  designed 
to  elicit  quantitative  information 
about  the  number  of  alcoholics 
known  to  the  respondent  in  each 
parish  or  congregation,  the  num- 
ber with  whom  he  had  been  in 
personal  contact  during  the  year 
preceding  the  survey  (1949),  the 
source  of  referral,  and  how  such 
cases  were  handled.  The  clergy- 
man was  also  asked  to  report 
whether  or  not  he  had  read  cer- 
tain specified  books  or  other  liter- 
ature dealing  with  alcoholism.  In 
addition,  he  was  invited  to  note 
any  special  problems  that  his  com- 
munity faced  in  which  the  abuse 
of  alcohol  was  thought  to  be  a 
complicating  factor  and  to  offer 
his  opinion  as  to  causal  factors 
and  possible  solutions  to  the 
problems  of  alcohol  and  alcohol- 
ism. A total  of  632  clergymen 
responded  to  the  latter  request 
and  included  a variety  of  pertinent 
remarks  on  their  questionnaires. 
Averaged  2.8  Contacts 

The  request  for  an  estimate  of 
the  number  of  alcoholics  known 
gave  an  average  of  eight  per 
clergyman.  However,  only  2.8 
alcoholics  were  reported  to  have 
contacted  each  clergyman  per- 
sonally during  the  year  preceding 
the  survey.  The  Roman  Catholic 
clergy  led  in  both  cases,  reporting 
an  average  of  17.1  alcoholics 
known  and  7.0  coming  for  advice 


during  the  previous  year.  The 
Baptist  clergy  reported  the  smallest 
number  of  alcoholics  known  in 
their  congregations  (an  average 
of  2.8).  The  Presbyterian  clergy 
reported  fewest  personal  contacts 
during  the  previous  year  (1.2). 
Most  cases  were  reported  to  have 
come  of  their  own  accord  (50.2 
percent)  or  to  have  been  referred 
by  their  families  (27.3  percent). 
A majority  of  the  clergymen 
(62.1  percent)  dealt  with  the 
cases  themselves,  and  for  those 
referred  on.  Alcoholics  Anonym- 
ous was  the  agency  most  frequent- 
ly used  (63.4  percent  of  referred 
cases),  with  physicians  and  psy- 
chiatrists next  (28.1  percent). 
Fewer  Than  Half  Known 

The  prevalence  of  alcoholism 
in  Ontario  during  the  year  1949 
was  estimated  by  means  of  the 
Jellinek  Estimation  Formula  to 
have  been  approximately  45,100.* 
The  total  number  of  alcoholics 
known  to  all  clergymen  of  the 
five  denominations,  on  the  basis 
of  the  responses  made  and  the 
assumption  that  those  not  res- 
ponding had  a similar  degree  of 
knowledge,  was  estimated  to  have 
been  approximately  19,300,  or 
less  than  half  the  'Jellinek'*  esti- 
mate of  prevalence.*  Similarly,  the 
total  number  of  alcoholics  making 
personal  contacts  with  clergymen 
of  these  denominations  during 
1949  was  estimated  to  have  been 
7,000  or,  less  than  one-sixth  of 
the  estimated  alcoholic  population 
of  Ontario  at  that  time. 


It  would  seem  quite  probable 
that  these  estimates  of  the  num- 
ber of  alcoholics  known  to  or 
making  contacts  with  the  clergy- 
men of  the  province  are  biassed 
in  a liberal  direction.  First,  al- 
though the  term  ‘alcoholic’  was 
operationally  defined  on  the 
questionnaire*  personal  biasses 
about  the  use  of  alcoholic  bever- 
ages may  have  led  many  of  the 
respondents  to  overestimate  the 
number  known  to  them.  Second, 
it  is  not  known  to  what  extent 
the  estimates  overlap.  Thus,  the 
same  individual  may  be  included 
in  the  estimates  of  two  or  more 
different  clergymen.  Third,  the 
estimates  were  inflated  somewhat 
by  two  or  three  clergymen  who 
were  actively  engaged  in  work 
with  alcoholics,  and  so,  reported 
a knowledge  of  two  or  three 
hundred  such  persons.  There  is 
also  the  possibility  that  a large 
percentage  of  those  not  respond- 
ing to  the  survey  had  not  had 
any  contacts  with  alcoholics.  In- 
deed, a number  indicated  their 
interest  and  willingness  to  co- 
operate in  letters  but  enclosed  the 
questionnaire  unanswered  with 
the  explanation  that  they  did  not 
know  of  any  alcoholics  in  their 
parishes. 

Ministers  Often  Avoided 

Some  of  the  clergymen  offered 
explanations  themselves  as  to  why 
they  did  not  have  greater  contact 
with  alcoholics.  The  Protestant 

*‘A  compulsive  drinker,  who  whenever  hi 

This  definition  corresponds  roughly  to 

Estimation  Formula  (2). 


clergymen  especially,  seemed  to 
feel  that  generally,  people  with 
alcohol  problems  were  not  active 
members  of  any  church  and, 
because  of  the  stigma,  tended  to 
conceal  such  problems.  It  was 
felt  by  many  that  the  alcoholic 
would  tend  to  avoid  his  minister 
because  he  would  expect  to  re- 
ceive criticism  for  his  behavior 
rather  than  help. 

The  Priest’s  Role 

The  fact  that  the  Roman 
Catholic  clergymen  reported  a 
larger  number  of  alcoholics  known 
to  them  and  a much  higher  aver- 
age of  personal  contacts  with 
alcoholics  than  the  clergy  of  the 
other  denominations  must  not  be 
assumed  to  indicate  a greater 
prevalence  of  alcoholisrn  among 
Roman  Catholics  than  among 
Protestants.  On  the  basis  of  the 
data  obtained  in  this  survey  and 
discussed  below,  as  well  as  that 
collected  in  a recent  American 
study^  it  would  appear  that  the 
general  level  of  acceptance  of  the 
use  of  alcoholic  beverages  by  the 
Roman  Church  is  much  greater 
than  by  most  Protestant  churches. 
The  existence  of  this  greater  ac- 
ceptance of  drinking,  together 
with  the  traditional  role  of  the 
priest  as  confessor  and  advisor 
provide  the  most  likely  reasons 
for  their  greater  contact  with  the 
problem.  It  is  of  further  interest 
in  this  regard  that  the  Roman 

drinks,  consistently  becomes  intoxicated, 
that  implied  in  the  use  of  the  Jellinek 
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Catholic  clergymen  handled  a 
higher  proportion  of  cases  them- 
selves (71.3  percent)  than  did  the 
clergy  of  the  other  denomina- 
tions. 

Critical  of  Control  System 

Analysis  of  the  remarks  made 
by  632  of  the  clergymen  indicated 
that  marital  discord,  juvenile 
delinquency,  crime,  drunken  driv- 
ing and  aggressive  behavior  were 
generally  considered  by  the  clergy 
of  all  denominations  to  be  pro- 
blems, frequently,  if  not  always, 
attributable  to  the  use  of  alcohol. 
Among  the  factors  thought  to 
contribute  to  the  magnitude  of 
the  problem  the  official  control 
system  was  most  frequently  men- 
tioned by  clergymen  of  all  deno- 
minations. Specific  suggestions 
for  its  improvement  ranged  from 
recommendations  for  completely 
open  sale  to  the  elimination  of 
the  manufacture  and  sale  of  alco- 
holic beverages. 

Although  very  few  of  the 
clergymen  explicitly  recommended 
completely  open  sale,  it  is  interest- 
ing to  note  that  of  those  who 
offered  this  solution,  the  majority 
were  Anglicans  and  Roman  Ca- 
tholics. None  of  the  Baptists  or 
United  Church  clergymen  offered 
such  a suggestion.  A considerable 
proportion  in  all  five  groups  were 
in  favor  of  restricting  the  avail- 
ability of  alcoholic  beverages  in 
one  way  or  another.  But,  sugges- 
tions such  as  the  elimination  of 
the  manufacture  and  sale  of  alco- 


holic beverages,  increasing  the 
retail  price  or  taxes  on  liquor,  and 
reducing  the  number  of  legal  out- 
lets were  offered  most  frequently 
by  the  Baptist  clergymen,  and 
least  often  by  the  Anglican  and 
Roman  Catholic  clergymen. 

Education  Favored 

Many  in  all  denominations 
were  in  favor  of  educational  pro- 
grams dealing  with  alcohol  and 
alcoholism.  Opinion  varied  con- 
siderably, however,  regarding  the 
goals  of  such  programs.  The 
Roman  Catholics,  Anglicans  and 
some  Presbyterians  felt  that  the 
aim  should  be  in  the  direction 
of  moderation,  whereas  the  re- 
maining Presbyterians  and  most 
of  the  Baptists  and  United  Church 
clergymen  felt  that  total  abstinence 
was  the  only  desirable  end.  Many 
considered  that  a strengthening  of 
religious  convictions  would  be  a 
solution,  feeling  that  those  who 
succumbed  to  the  alcohol  habit 
were  usually  far  removed  from 
religious  life.  This  sentiment  was 
most  frequently  expressed  by  the 
Baptist  group.  Many  in  all  deno- 
minations seemed  to  be  in  favor 
of  more  treatment  services  for 
alcoholics. 

Denominational  Differences 

Interdenominational  differences 
were  most  evident  when  opinions 
regarding  temperance  and  legal 
prohibition  were  expressed.  Mem- 
bers of  the  Baptist  faith  appeared 
to  be  most  strongly  in  favor  of 
total  abstinence  and  prohibition. 


Along  with  the  United  Church 
group  and  some  Presbyterian 
clergymen,  they  agreed  that  both 
the  use  and  the  abuse  of  alcoholic 
beverages  were  closely  interrelated 
and  were  of  the  opinion  that  the 
prevalence  of  social  drinking  was 
in  large  measure  responsible  for 
the  high  rate  of  alcoholism  and 
associated  problems  of  alcohol. 
The  following  quotations  illustrate 
the  Baptist  position: 

'"We  as  Baptists,  emphasize 
the  evil  of  the  use  of  beer, 
wine  and  spirits.  We  uphold 
ABSTINENCE,  not  mere  tem- 
perance.” 

still  believe  the  best  con- 
trol of  alcoholic  beverages  is 
to  prohibit  the  manufacture 
and  sale  of  it  as  a beverage.” 

In  the  United  Church  group  a 
very  large  number  supported  the 
Temperance  Movement,  but  only 
a small  number  were  in  favor  of 
prohibition.  Several  were  explicitly 
against  it.  The  following  state- 
ments are  typical  of  the  United 
Church  position: 

”I  am  not  a fanatic,  but  I 
see  the  benefits  of  total  ab- 
stinence and  nothing  biit  ruin 
and  sorrow  where  liquor  is 
used ...  I shall  continue  my 
work  to  further  the  cause  of 
temperance  and  sobriety.” 

”My  observation  over  a 
period  ,of  years  leads  me  to 
the  conclusion  that  it  is  im- 
possible to  legislate  people  to 
sobriety  or  even  moderation.” 


Whereas  a number  of  the 
Presbyterians  supported  the  Tem- 
perance Movement,  a correspond- 
ing number  were  opposed  to  it, 
and  for  the  most  part,  this  group 
was  against  total  prohibition.  The 
following  statements  illustrate  the 
sentiments  of  Presbyterian  clergy- 
men in  this  regard: 

"Prohibition  and  control 
have  proved  a slip.  You  cannot 
legislate  people  into  the  King- 
dom of  God,  but  you  can  do 
much  by  education.” 

"I  am  not  a total  abstainer 
nor  do  I believe  in  Prohibi- 
tion. The  alcoholic  is  a sick 
person  and  deserves  sympathy 
and  direction.” 

Focus  on  Abuse 

Generally  speaking,  the  Roman 
Catholic  group  were  not  opposed 
to  the  moderate  use  of  alcohol 
and  were  against  prohibition. 
Both  the  Roman  Catholic  and 
Anglican  clergy  seemed  to  focus 
on  the  abuse  rather  than  the  use 
of  alcohol  as  the  chief  problem. 
Following  are  typical  statements 
made  by  Roman  Catholic  clergy- 
men in  this  connection: 

"We  in  this  country,  it 
would  seem,  are  still  suffering 
from  Prohibition  which 
proved,  as  we  know,  anything 
but  a cure  for  alcoholism.  One 
can  abuse  anything,  not  alcohol 
alone.” 

"It  is  not  a crime  to  take  a 
drink.  Let  us  work  to  stop  the 
abuse.” 


The  Anglican  clergymen 
felt  that  prohibition  was  the  root 
of  all  present  troubles  connected 
with  alcohol.  These  were  for  the 
most  part  not  opposed  to  the 
moderate  use  of  alcohol  and  only 
a small  number  were  in  sympathy 
with  the  Temperance  Movement 
in  so  far  as  it  stressed  total  ab- 
stinence. This  point  of  view  is 
illustrated  by  the  following  quo- 
tations: 

*'The  worst  thing  that  ever 
happened  on  this  continent, 
and  also  the  most  outrageous 
curtailment  of  human  liberty, 
was  the  introduction  of  prohi- 
bition. To  this  ignitions 
measure  we  owe  the  crime  of 
bootlegging.  Take  something 
away  from  a man  and  it  be- 
comes the  thing  he  most  de- 
sires . . . What  we  need  is  not 
more  restriction,  but  less  re- 
striction . . . Abolishing  drink, 

I am  firmly  convinced  is  not 
the  way  to  stop  drinking  to 
excess.'’ 

*1  believe  the  moderate  use 
of  alcoholic  beverages  is  the 
individual’s  personal  affair. 
We  isolate  the  stuff  too  much 
and  thereby  surround  it  with 
a ‘forbidden  fruit’  atmos- 
phere.” 

Differences  Within  Churches 

Although  this  survey  was  not 
specifically  designed  to  investigate 
the  attitudes  of  clergymen  to- 
wards the  use  of  alcoholic  bever- 
ages, the  data  obtained  permit 
certain  tentative  conclusions.  In 


the  first  place,  it  would  appear 
that  far  from  representing  a 
homogeneous  body  of  opinion  on 
this  and  related  matters,  there 
was  as  much  variation  as  might 
be  expected  among  the  general 
public.  Moreover,  although  es- 
pecially pronounced  among  clergy- 
men of  different  denominations, 
such  difference  of  opinion  also 
obtained  to  a considerable  extent 
within  denominations.  On  the 
other  hand,  despite  this  wide 
variation,  it  would  seem  possible 
on  the  basis  of  the  positions  ex- 
pressed or  implied  in  the  side 
remarks  of  the  clergymen,  dis- 
cussed above,  to  characterize  the 
denominations  relative  to  one  an- 
other according  to  degree  of  ac- 
ceptance of  the  use  of  alcoholic 
beverages.  From  this  point  of 
view,  the  five  groups  may  be 
visualized  on  a sliding  scale  of 
opinion  in  the  order:  Baptist, 
United,  Presbyterian,  Roman 
Catholic,  Anglican. 

1890  Study  Compared 
Parenthetically,  it  is  of  interest 
to  note  that  a survey  of  the  atti- 
tudes of  clergymen  conducted  by 
a Royal  Commission  in  the  1890’s 
indicated  the  same  order  of  senti- 
ment with  respect  to  the  use  of 
alcohol  as  the  present  study.®  In 
this  investigation,  6,495  question- 
naires were  sent  to  Anglican, 
Baptist,  Presbyterian  and  Roman 
Catholic  clergymen  across  Can- 
ada. In  response  to  the  query: 
“Do  you  consider  the  use  of  in- 
toxicating liquors  in  any  shape  as 
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hurtful,  morally  and  socially?’', 
100  percent  of  the  Baptists  replied 
in  the  affirmative,  95.8  per  cent 
of  the  Presbyterians,  76.8  per- 
cent of  the  Roman  Catholics,  and 
56.5  percent  of  the  Anglicans. 
Asked  whether  or  not  prohibitory 
laws  had  the  effect  of  lessening 
drunkenness  in  areas  where  they 
were  in  force,  the  same  order  was 
indicated  and  a very  similar  pro- 
portion of  affirmative  responses 
from  each  denomination.  It  must 
not  be  assumed  from  these  data 
that  there  has  been  no  change  at 


all  in  the  attitude  of  the  clergy 
during  a period  of  more  than  50 
years.  Generally  speaking,  the 
responses  obtained  in  the  present 
survey  suggest  that  much  smaller 
proportions  in  all  denominations 
would  probably  subscribe  to  the 
polar  positions  indicated  in  the 
questions  of  the  Royal  Commis- 
sion survey.  However,  it  would 
appear  that  the  relative  position 
of  the  clergy  of  each  of  these 
denominations  on  the  question  of 
the  use  of  alcohol  and  its  control 
has  remained  unaltered  for  more 
than  half  a century. 
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A doctor  talks  about  alcoholism 


alcohol  plus  society  create  problems 
for  lay  people  and  for  physicians  too 


by  George  D.  Scott,  M.D.,  C.M.^ 


Today,  tremendous  sources 
of  energy  are  attacking  the 
problems  related  to  alcohol  and 
alcoholism.  Governments  are 
setting  aside  large  sums  of  mon- 


ey to  develop  research,  to  plan 
and  broaden  treatment  facilities, 
and  to  formulate  educational 
methods  to  cope  with  the  problem. 
The  clergy  continually  remind 
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the  Queen* 8 University  Medical  Review  under  the  title,  **A  Talk  to  a Medical 

Student  on  Alcohol**. 


their  congregations  that  alcohol 
interferes  with  man’s  moral  rela- 
tionship with  God.  Police  depart- 
ments are  campaigning  against 
alcohol  over-indulgence.  Even 
liquor  companies  reiterate  mode- 
ration in  domestic  consumption  of 
alcohol. 

What  is  the  problem?  Do 
people  deliberately  consume  a 
drug  whose  toxic  effects  are 
known.  Are  drinking  people 
aware  of  all  the  forces  and  coun- 
ter-forces swirling  around  them. 
It  is  obvious  that  the  consumption 
of  alcohol  must  be  based  not  in 
reason,  but  in  a complexity  of 
factors,  both  obvious  and  con- 
cealed, which  cannot  be  either 
controlled  or  eliminated  by  the 
combined  forces  of  government, 
religion  and  science. 

Why  It^s  So 

Alcoholism  is  a problem  be- 
cause of  one  very  simple  physio- 
logical fact.  Alcohol  acts  on  the 
brain  to  produce  a progressive 
depression  of  higher  functions. 
This  action  reduces  the  sensitivity 
of  the  finer  discriminations  of  the 
mind,  releasing  pent-up  inhibitions 
and  drives. 

At  this  point,  it  must  be  recog- 
nized that  our  culture  is  based 
upon  the  laws  of  inhibition  and 
controlled  behavior.  A conformity 
at  all  levels  in  all  activities  is 
expected.  Aggressiveness,  which 
is  a native,  individual  and  instinc- 
tual response,  has  been  converted 
by  our  social  morals  to  the  point 
where  any  aggressive  activity  is 


questioned  as  unbecoming,  erratic 
and  unnecessary. 

These  persistent  daily  restric- 
tions of  our  vital  forces  produce 
a controlled  behavior  which  has 
its  centre  of  action  in  the  cerebral 
cortex  of  the  human  brain.  As 
alcohol  inhibits  these  centres,  the 
individual  is  temporarily  removed 
from  his  socio-cultural  restric- 
tions. The  individual  happily 
regresses  to  escape  from  his  frus- 
trations, forgets  his  worries  and 
feels  free  to  express  himself. 


Little  Need  for  Some 

In  acceptable  proportions,  al- 
cohol may  reduce  a tense,  anxious 
person  into  a state  of  relaxation 
and  comfort.  The  apparent  friend- 
liness and  warmth  of  a cocktail 
party  is  due  to  this  temporary  re- 
prieve from  the  sentence  of  inhibit- 
ed living.  A person  who  is  well 
adjusted  and  is  able  to  express  his 
aggressive  traits  has  little  need 
for  this  chemical  inhibitor.  An  in- 
dividual who  is  seething  with 
hostility  and  resentment  finds 
that  alcohol  gives  him  tremendous 
relief.  A need  is  established  and 
alcohol  assumes  the  role  of  pro- 
tector from  difficulty,  worry  and 
tensions. 

Our  thinking  now  logically 
moves  to  the  observation  that  not 
all  individuals  are  similarly  affect- 
ed. Why  do  some  become  alcohol- 
ics, others  occasional  drinkers  and 
still  others  abstainers  ? The  an- 
swer lies  in  the  fact  that  no  two 
people  are  alike,  have  the  same 
experiences  and  consequently  they 


have  different  needs. 

Personality  is  a multifactorial 
composite,  a sum  total  of  an  in- 
dividuaPs  characteristics.  These 
traits  develop  from  birth  and  are 
the  result  of  environmental  forces 
acting  on  an  individual  condition- 
ed only  by  the  forces  of  heredity 
and  the  attributes  of  his  consti- 
tution. 

A child’s  personality  is  shaped 
by  all  the  factors  in  his  life  in- 
cluding the  influences  of  his 
mother  and  father,  combined  with 
the  rivalries  of  his  brothers  and 
sisters  and  all  the  other  incidental 
adventures  of  both  pleasant  and 
unpleasant  nature. 

Three  General  Groups 

The  end-product  psychologically 
may  be  one  of  three  general 
groups.  An  excessively  aggressive 
reaction  to  life  may  be  found 
with  personality  features  of  mark- 
ed drive  with  consequent  conflict 
with  authority,  first  parental  and 
then  general.  A compensatory 
excessive  control  is  set  up  by  the 
forces  of  the  personality.  On  the 
other  extreme  is  an  exceedingly 
dependent  person  who  has  been 
smothered  by  parental  dynamics 
to  the  point  of  submissiveness, 
loss  of  confidence  and  loss  of 
drive.  The  repressed  motivation 
is  for  aggressiveness  and  assertive- 
ness. The  third  group  is  the 
''normal”  reactor  whose  responses 
reveal  a satisfactory  adaptation 
with  a minimum  of  conflict  in 
the  fields  of  aggression  and  sub- 
mission. 


Alcohol  has  a peculiar  signi- 
ficance to  both  extremes.  The  ex- 
cessively aggressive,  yet  controlled 
person  finds  that  alcohol  relieves 
his  tensions,  softens  his  demands 
and  for  short  periods  brings  him 
into  acceptable  harmony  with 
those  around  him.  The  dependent 
person  finds  strength  and  con- 
fidence in  alcohol.  He  handles  his 
inter-personal  relationships  with 
ease  and  is  able  to  be  determined 
and  for  short  periods  to  be  dyna- 
mic and  forceful. 

To  these  groups,  alcohol  has 
a specific  significance.  Alcohol  is 
searched  out  for  its  helpful  effects. 
It  is  needed  and  is  a source  of 
strength  at  any  time  of  stress.  It 
becomes  an  actual  part  of  the 
person’s  life.  This  dependency 
upon  alcohol  is  known  as  alco- 
holism. 

The  Doctor  and  Alcohol 

Let  us  now  focus  our  thoughts 
on  alcohol  and  its  role  in  a 
physician’s  life.  It  has  been  said 
there  is  a high  percentage  of 
alcoholism  in  the  medical  profes- 
sion. 

A physician’s  life  is  neither 
peaceful  nor  planned.  He  is  at 
the  call  of  his  demanding  patients. 
He  is  asked  to  diagnose  and  to 
treat  many  cases  but  in  addition 
he  becomes  an  integral  part  of 
his  patients’  lives.  His  own  ten- 
sions instinctively  respond  to  his 
patients’  troubles.  Behind  all  the 
stress  of  tragedy  and  death  lies 
the  physician’s  personality  with 
emotional  needs  of  his  own.  Per- 


sistent  demands  take  him  from 
his  home,  his  children  and  his 
recreations.  Compensatory  mecha- 
nisms of  rest  and  relaxation  are 
denied  because  of  his  sense  of 
duty  and  urgency. 

In  some  cases,  emergency  relief 
is  sought  to  control  and  balance 
his  emotions,  to  quieten  his  irrita- 
bility and  to  compensate  for  his 
loneliness.  Too  often,  it  is  found 
in  the  immediate  anaesthetic  ef- 
fects of  alcohol.  Tensions  are  re- 
duced. Relaxation  is  insured. 

Temporary  Only 

This  relief  being  temporary, 
requires  reinforcement.  As  the 
demands  of  practice  increase, 
more  alcohol  is  needed,  more 
frequently  and  in  larger  doses. 
With  the  concomitant  loss  of 
judgment  associated  with  alcohol, 
the  physician  feels  equal  to  his 
tasks  and  '*knows’’  he  is  carrying 
on  well.  Alcohol  becomes  his 
food  and  his  master. 

Eventually,  then  environmental 
stresses  and  the  effects  of  alcohol 
begin  to  control  the  tired  brain. 
Life  is  from  one  anaesthetic  drink 
to  the  next.  A state  of  seemingly 
hopeless  addiction  is  produced. 

We  can  conclude  that  physi- 
cians and  physicians-to-be  must  be 
extremely  careful  not  to  become 
entangled  in  the  pathological 
dependency.  In  many  areas  physi- 
cians blindly  ease  themselves  into 
alcoholic  addiction,  knowing  full 
well  the  consequences,  yet  carry- 
ing on  under  the  disarming 


premise  that  **it  can’t  happen  to 
me;  Fm  a doctor.” 

It  is  now  appropriate  to  con- 
sider the  prevention  of  alcoholism 
and  secondly  the  available  methods 
of  treatment. 

The  important  point  in  the 
prevention  of  alcoholism  is  em- 
bodied in  education  concerning 
alcohol.  Government  agencies 
have  publications  available  on 
request.  The  Alcoholism  Research 
Foundation  in  the  Province  of 
Ontario  has  carried  out  an  exten- 
sive program  of  education,  treat- 
ment and  rehabilitation. 

The  Warning  Pattern 

It  is  important  to  educate  the 
public  to  the  drinking  patterns 
which  lead  consistently  into  alco- 
hol addiction.  The  pattern  is 
simply  described  under  the  name 
”The  Thirteen  Steps  to  Alcohol- 
ism”. This  information  had  its 
source  in  a questionnaire  sent  to 
men  who  knew  alcohol  best,  the 
ex-alcoholics. 

A summary  of  these  13  steps 
is  available  in  a Foundation  publi- 
cation entitled  ”When  To  Say 
When”. 

It  is  apparent  that  alcoholism 
develops  in  the  average  case  over 
a period  of  15  to  20  years.  It  may 
be  attacked  at  any  phase  of  its 
progression  if  the  patient  is  co- 
operative. Circumstances  may 
hasten  it  or  retard  its  progression. 

The  treatment  of  alcoholism 
implies  a knowledge  of  the 
causes  of  personality  distortion. 
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There  have  been  many  recom- 
mended methods  of  handling  the 
alcoholic  but  unless  they  are 
oriented  around  the  balancing  of 
the  emotional  needs  of  the 
patients,  effects  of  therapy  will  be 
short  lasted,  and  disappointing. 
Various  Therapies 

The  conditioned  reflex  treat- 
ment of  alcoholism  is  based  on 
the  establishment  of  an  aversion 
to  alcohol  by  injecting  a nausea- 
producing  drug  while  giving  the 
patient  alcohol.  This  produces  a 
conditioned  nausea  for  alcohol. 
The  technique  requires  continu- 
ous reinforcement  and  can  be 
broken  down  by  deconditioning. 

Antabuse  aversion  treatment  is 
based  upon  the  production  of  un- 
comfortable symptoms  of  head- 
ache, chest  tightness,  perspiration, 
fast-beating  heart  and  general 
fatigue.  These  symptoms  develop 
from  toxic  acetaldehyde,  liberated 
when  a patient  taking  antabuse 
by  mouth  ingests  some  alcohol.  In 
short,  he  is  made  so  sick  he  can- 
not continue  his  drinking. 

Prolonged  forced  abstinence 
has  been  recommended  and  is 
carried  out  by  institutionalization 
in  jails,  reformatories  and  hos- 
pitals. This  type  of  treatment 
creates  additional  resentment, 
disturbs  the  personality  dynamics 
and  pushes  the  patient  headlong 
towards  his  alcoholism. 

'Taking  the  Pledge*'  was  an 
accepted  method  of  treatment  in 
the  early  years  of  the  century. 
Here  the  individual  signed  a 


pledge  renouncing  alcohol  in  fear 
of  eternal  hell  and  damnation. 

These  various  methods  of  treat- 
ment have  proven  themselves  to 
be  inadequate.  They  are  examples 
of  "Retributive  Therapy",  and  are 
essentially  punitive  in  nature. 

Contributive  Therapy 

Contributive  Therapy  is  a 
scheme  of  treatment  designed  to- 
wards contributing  the  maximum 
possible  support  to  the  alcoholic 
and  his  problem.  This  is  an  all 
embracing  attack  on  the  patient’s 
emotional  structure.  It  is  directed 
towards  producing  an  awareness 
of  belonging,  and  a feeling  of 
acceptance.  There  is  a closely 
established  identification  with 
those  who  have  had  similar  ex- 
periences. Simple  defined  reli- 
gious concepts  form  an  integral 
part  of  the  framework  of  this 
rehabilitation. 

This  is  the  most  successful  ap- 
proach to  the  alcohol  problem. 
The  Alcoholics  Anonymous  pro- 
gram is  directed  in  this  manner 
with  great  success  and  is  now  the 
keystone  of  successful  therapy. 
Other  schools  have  developed 
similar  programs  with  a shift  of 
emphasis  to  other  areas  of  read- 
justment, but  the  principles  of 
contributive  help  are  consistent. 
Toward  Social  Maturity 

Contributive  therapy  produces 
a social  maturation.  The  patient 
becomes  responsible  to  his  group, 
and  through  the  group  becomes 
responsible  to  himself.  A reha- 
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bilitated  alcoholic  is  an  extremely 
grateful  person.  He  reinforces  his 
experiences  by  helping  others 
afflicted  by  the  same  condition. 
He  lives  with  four  slogans,  a 24 
hour  rule  and  an  AA  prayer  in 
his  mind. 

The  slogans  are  based  upon  the 
merits  of  tolerance,  proportion 
and  acceptance.  *Tirst  things 
first.’*  '’Easy  does  it.”  ’’Live  and 
let  live.”  ”It  is  the  first  drink 
that  gets  you  drunk.” 

The  24  hour  rule  advised  the 
alcoholic  to  take  each  day  as  it 
comes  ’’neither  worrying  about 
the  past,  nor  anticipating  the 
future.” 

The  AA  prayer  is  beautifully 
concise.  ”God  grant  me  the 
serenity  to  accept  those  things  I 


cannot  change,  the  courage  to 
change  the  things  I can  and  the 
wisdom  to  know  the  difference.” 

It  is  an  enigmatic  fact  that  from 
the  painful  experiences  of  the 
alcoholic,  such  simple  and  practi- 
cal wisdom  has  appeared.  His 
philosophy  is  the  work  of  love, 
happiness  and  security  based  upon 
his  identity  and  respect  for  his 
fellow  man. 

Who  Is  Sick? 

Countless  ’’well  people”  never 
find  these  goals  and  eke  out  their 
selfish  lives  in  a faded  halo  of 
assumed  importance  and  self 
righteousness.  They  live  and  die 
and  contribute  little  to  the  wel- 
fare of  the  common  man.  Who 
then  is  really  sick.^ 


How  Czechoslovakia  deals  with  alcoholics 

142  out-patient  clinics^  500  hospital  beds 
form  part  of  the  republic's  treatment  plan 


by  Jaroslav 

Alcoholism  is  a problem 

of  substantial  proportions  in 
Czechoslovakia.  By  conservative 
estimate  it  constitutes  a social, 
employment  and  health  problem 
for  100,000  to  120,000  people. 
These  people,  together  with  their 
families,  comprise  at  least  two 
per  cent  of  the  total  population 


Skala,  Af.D.« 

— directly  affected  or  threatened 
as  a result  of  excessive  consump- 
tion of  alcohol. 

One  of  the  results  noted  is  the 
increasing  percentage  of  divorces 
in  which  alcoholism  is  given  as 
the  main  cause.  In  1950,  these 
divorces  comprised  4.6  per  cent 
of  the  total,  in  1953  as  much  as 


*Z>r.  Skala  ia  an  assistant  at  the  Psychiatric  Clinic^  Prague^  and  an  expert 
adviser  to  the  Ministry  of  Health  of  Czechoslovakia. 
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8.5  per  cent. 

Alcohol  was  given  as  the  reason 
for  prison  sentences  in  every 
seventh  case  in  1943,  in  every 
sixth  case  in  1953.  From  1951  to 
1953,  convictions  due  to  alcohol 
increased  by  43  per  cent.  Between 
1949  and  1955  infringements  of 
the  rules  of  the  road  due  to  alco- 
hol increased  by  a full  33  per 
cent. 

Damaging  to  Socialism 

At  the  beginning  of  the  first 
Five  Year  Plan  it  was  declared 
that  if  alcoholism  is  deleterious 
at  any  time  and  in  any  social 
system,  all  the  more  will  it  be 
damaging  to  a socialist  system, 
which  counts  upon  the  work  of 
every  member  of  society,  and 
where  a decrease  in  work  done 
due  to  the  absenteeism  of  any 
citizen  must  be  made  up  or  the 
rest  will  suffer  for  it.  At  that 
time  it  was  said  that  health  con- 
siderations must  take  precedence 
over  economic  and  that  produc- 
tion and  distribution  of  alcoholic 
drinks  must  be  controlled  to  this 
end.  The  figures  for  the  consump- 
tion of  alcohol  for  the  years  1949- 
1955,  however,  show  that  this  re- 
mained only  a good  intention  and 
that  we  were  far  from  enforcing 
the  principle  that  financial  gain 
from  the  production  and  sale  of 
alcoholic  drinks  must  at  least 
counterbalance  the  damage  caused 
by  excessive  consumption  of  alco- 
hol. 

The  laws  of  Czechoslovakia 


provide  an  unusually  wide  basis 
for  preventive  and  repressive 
measures  in  the  fight  against 
alcoholism.  The  basic  law.  No.  87 
from  the  year  1948,  was  an  exten- 
sion of  a similar  law  from  the 
year  1923;  and  it  contained  the 
following  provisions: 

1.  By  the  combating  of  alco- 
holism is  understood  all 
necessary  measures  direct- 
ed to  the  protection  of  the 
health  of  the  people  from 
the  consequences  of  al- 
coholism. 

2.  The  combating  of  alcohol- 
ism is  carried  out  in  parti- 
cular 

(a)  By  the  education  of 
the  people  to  tem- 
perance, by  research 
into  the  causes  and 
sequelae  of  alcohol- 
ism and  their  re- 
moval, by  the  treat- 
ment of  persons  who 
produce  disturbances 
to  health  by  their 
consumption  of  al- 
coholic drinks  and 
also  by  the  supervi- 
sion of  such  people. 

(b)  By  the  restricted  serv- 
ing of  alcoholic  drinks 
to  young  persons  up 
to  the  age  of  18,  to 
persons  under  the  in- 
fluence of  drink  or 
drunk,  to  persons 
whose  work  is  asso- 
ciated with  danger  to 


life  and  health  or 
with  physical  safety 
for  people  or  proper- 
ty* 

3.  According  to  this  law,  al- 
coholic drinks  are  all 
drinks  containing  more 
than  0.75  per  cent  alcohol. 

Red  Cross  Role 

In  the  First  Republic  the  fight 
against  alcoholism  was  conducted 
with  considerable  initiative  and 
its  principles  popularised  by  the 
Czechoslovak  Temperance  League 
which,  in  the  year  1951,  united 
with  the  Czechoslovak  Red  Cross. 
This  society,  however,  although 
one  of  its  main  tasks  is  the  edu- 
cation of  the  people  in  healthy 
modes  of  living,  long  neglected 
its  duty  in  the  sphere  of  anti- 
alcohol work.  Only  in  recent 
years  has  the  Czechoslovak  Red 
Cross,  in  conjunction  with  the 
doctors  responsible  for  health 
education,  organised  lectures 
against  alcoholism,  which  in  cer- 
tain districts  in  the  border  regions 
have  amounted  to  as  much  as  5 
percent  of  all  health  education 
work. 

Because  lack  of  agreement 
between  the  individual  ministries 
rendered  advance  difficult  in  the 
fight  against  alcoholism  and  since 
it  was  necessary  to  develop  at 
least  the  main  principles,  the  co- 
ordination of  the  work  was  placed 
first  in  the  hands  of  the  Ministry 
of  Health,  later  in  the  hands  of 
the  Ministry  of  Social  Welfare, 


then  with  the  Ministry  of  the 
Interior  and  finally  back  into  the 
hands  of  the  Ministry  of  Health 
(in  1953),  which  displayed  not 
only  the  greatest  initiative  but 
also  had  the  most  advanced  ideas 
on  the  question  of  alcoholism  and 
emphasized  the  right  of  the 
people  to  good  health  without 
regard  for  doubtful  economic 
considerations. 

Anti- Alcoholism  Program 

In  cooperation  with  other 
ministries  and  organisations,  the 
Ministry  of  Health  has  recently 
elaborated  proposals  for  compre- 
hensive measures  which  include: 

1.  The  education  of  the  new 
man. 

2.  Measures  for  the  satisfac- 
tion of  the  social  and  cul- 
tural needs  of  the  workers 
to  such  a degree  that  they 
would  turn  away  from  al- 
coholism. 

3.  Economic  measures,  i.e.  an 
increase  in  the  production 
of  non-alcoholic  drinks  and 
a decrease  in  the  production 
of  alcoholic  drinks. 

4.  Repressive  measures,  par- 
ticularly medical  and  legal. 

In  order  to  facilitate  the  parti- 
cipation of  all  sections  of  national 
and  public  life  in  the  combating 
of  alcoholism,  the  government 
has  issued  regulations,  as  part  of 
the  comprehensive  fight  against 
this  evil,  for  the  setting  up  of 
anti-alcohol  advisory  committees 
to  the  Ministry  of  Health  and  the 
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Regional  and  District  National 
Committees.  The  work  of  these 
committees  is  to  guarantee  that 
the  principles  of  government 
decisions  on  the  fight  against 
alcoholism  be  implemented  by  all 
the  various  official  bodies  and 
organisations  having  delegates  on 
these  committees.  In  this  way 
the  basic  conditions  for  success 
in  the  fight  against  alcoholism 
will  be  guaranteed,  i.e.  for  this 
fight  to  become  the  concern  of 
all  inhabitants,  of  all  official 
bodies  and  all  elected  represen- 
tatives. 

The  Ministry  of  Health’s  pre- 
vention and  treatment  program 
(exclusive  of  the  health  education 
program)  is  administered  by  an 
official  giving  about  one-quarter 
of  her  time  to  this  field.  She  also 
is  responsible  for  other  social 
diseases,  including  venereal  dis- 
ease, heart  disease,  and  tumors. 
Specialist  advice  is  available  to 
her  from  the  psychiatrist  in  the 
anti-alcohol  department  of  the 
Psychiatric  Clinic,  who  devotes 
about  eight  hours  per  week  to 
this  activity. 

Antabuse  Campaign 

In  1950-51,  the  Ministry  of 
Health  bought  a large  supply  of 
Antabuse  tablets  from  Denmark 
and  embarked  on  the  so-called 
State  Antabuse  Campaign.  Some 
3,000  alcoholics  were  treated  with 
this  drug,  and  even  if  the  results 
of  this  campaign  were  not  great 
or  long  lasting  in  terms  of  the 


patients,  it  nevertheless  did  serve 
to  interest  doctors  in  the  medi- 
cinal treatment  of  this  disorder 
and  led  to  the  establishment  of 
new  anti-alcohol  clinics.  It  goes 
without  saying  that  this  out- 
patient treatment  and  all  forms  of 
institutional  treatment  are  free  of 
charge  in  Czechoslovakia  under 
our  national  insurance  plan. 

In  1954,  the  Ministry  of  Health 
set  up  anti-alcohol  stations  and 
anti-alcohol  clinics,  which  to- 
gether with  the  in-patient  anti- 
alcohol departments  make  up  the 
arsenal  of  anti-alcoholism  institu- 
tions in  Czechoslovakia.  Of  these 
it  is  the  anti-alcohol  station  that 
is  most  concerned  with  prevention 
of  alcoholism. 

The  Anti- Alcohol  Station 

Acutely  intoxicated  persons  who 
may  be  a danger  to  themselves  or 
to  others  are  brought  to  the  anti- 
alcohol station  by  police,  usually 
in  an  ambulance.  They  are  put  to 
bed,  treated  as  needed,  and  left 
for  at  least  eight  hours  or  until 
they  are  sober.  He  is  invited  to 
attend  a series  of  anti-alcohol 
lectures  held  on  Sunday  and  is 
handed  over  to  anti-alcohol  clinic 
for  residence  accommodation.  If 
a person  is  brought  to  the  anti- 
alcohol station  a second  time  the 
works  committee  of  his  factory  is 
informed. 

In  large  industrial  towns  the 
anti-alcohol  stations  are  open 
continuously,  elsewhere  they  are 
open  only  at  night.  They  are 
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staffed  by  male  nurses,  and  a 
doctor  is  on  call.  These  stations 
are  annexes  to  the  psychiatric, 
neurological  or  medical  depart- 
ments of  the  Institute  of  National 
Health.  At  present  there  are  20 
such  stations  in  the  Republic,  and 
during  1955  a total  of  13,000 
persons  passed  through  them. 

The  Clinic^s  Services 

The  anti-alcohol  clinics  offer 
out-patients  services  to  those 
whose  excessive  intake  of  alcohol 
is  causing  disturbances  of  a 
medical  or  social  nature.  About 
10  per  cent  of  their  patients  come 
voluntarily;  and  by  the  end  of 
1955  there  were  142  such  clinics 
in  the  Republic  with  38,400 
alcoholics  on  their  records.  Each 
clinic  at  that  time  catered  to  a 
district  of  about  92,600  popula- 
tion. These  clinics  have  special 
consultation  hours,  with  a doctor 
in  attendance,  as  a rule,  two,  four, 
or  eight  hours  per  week,  and  a 
social  worker  with  nursing  train- 
ing eight,  12,  24,  or  48  hours 
per  week.  In  1955,  some  1,800 
patients  were  treated  with  disul- 


firam  (Antabuse),  800  agreed  to 
voluntary  institutional  treatment, 
and  compulsory  treatment  was 
ordered  by  the  clinic  for  400 
patients. 

In-Patient  Treatment 

At  the  end  of  1955  there  were 
13  anti-alcohol  departments  in  the 
Republic  with  a total  capacity  of 
500  beds.  In  these  institutions, 
medicinal  treatment  (disulfiram, 
apomorphine,  or  emetin)  and  oc- 
cupational therapy  play  a large 
role  in  addition  to  psychotherapy. 
In  general,  it  may  be  said  that  the 
duration  of  treatment  in  these 
departments  is  too  short— mostly 
only  two  or  three  months,  rarely 
longer  — and  that  at  present 
there  are  no  institutions  for  the 
long  term  detention  or  treatment 
of  resistant  and  depraved  alco- 
holics. 

A differentiation  of  institutions 
is  being  prepared  for  the  near 
future,  into  four  types  with 
graded  duration  of  treatment  and 
the  proper  modifications  of  the 
treatment  regime.  The  number  of 
beds  required  is  assessed  at  800. 


(The  next  issue  of  ALCOHOLISM  will  contain  a more  detailed  discussion  of 
treatment  procedures  and  results  at  the  Apolinar  Anti* Alcohol  Centre  in  PraguCt 
toritten  by  Dr.  Skala.) 


New  address  for  London  branch,  A.R.F. 

In  order  to  accommodate  its  increasing  volume  of  activity,  the  London 
branch  of  the  Alcoholism  Research  Foundation  has  been  obliged  to  seek  new 
office  space.  The  new  address  is  481  Queens  Avenue,  London,  Ontario;  and 
the  telephone  number  remains  unchanged — London  7-4115. 

London  was  the  first  full-time  branch  office  established  by  the  Foundation. 
It  was  officially  opened  April  1,  1954,  under  the  direction  of  Charles  H. 
Aharan,  M. A.,  executive  secretary. 
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This  periodical  is  published  five  times  o year 
in  the  interests  of  a deeper  understanding  of  the 
widespread  disorder  alcoholism. 

Each  issue  contains  pertinent,  factual  infor- 
mation selected  primarily  because  of  its  interest 
to  those  who  are  called  upon  to  deal  with  alcohol- 
ism professionally.  Articles  published  do  not 
necessarily  represent  the  views  of  the  Foundation. 

If  you  would  like  to  receive  this  publication 
regularly,  or  if  you  wish  additional  information 
about  some  aspect  of  alcoholism,  you  ore  invited 
to  write  to  the  Alcoholism  Research  Foundation, 
9 Bedford  Road,  Toronto  5,  Ontario. 
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Russians  label  alcoholism  capitalist  ill 

Soviet  psychiatrists  treat  individual  alcoholics 
see  ‘‘‘^social  responsibility^^  as  key  to  prevention 


No  internationally  comparable  statistics  are  available  on  the 
prevalence  of  alcoholism  in  the  Soviet  Vnion^  but  an  impression- 
istic report  on  the  topic  has  just  been  published  in  English  in  the 
book  ^'Cancer,  Smoking,  Heart-Disease,  Drinking  in  our  Two 
World  Systems  Today*^  by  Charlotte  and  Dyson  Carter  (Northern 
Book  House,  Toronto.)  They  report  their  oivn  observations  and 
record  interviews  with  a number  of  Soviet  physicians  whom  they 
questioned  during  a recent  tour  of  Russia, 


Dr.  a.  a.  Partnov,  psycho- 
neurologist in  the  USSR 
Ministry  of  Health,  and  Dr. 
Chesnokov,  chief  medical  officer  of 
the  city  of  Moscow,  found  statistics 
on  alcoholism  rates  in  the  U.S., 


France,  and  Canada  ''incredibly 
high”.  They  believe  the  term  alco- 
holism is  used  far  too  loosely  in 
the  western  world. 

The  doctors  do  quote  a figure  on 
the  number  of  Soviet  citizens 


treated  for  alcoholism  — in  1940, 
they  said  this  was  eight  alcoholics 
per  10,000  total  population  (of  all' 
ages) ; and  in  1950,  this  was  down 
to  five  per  10,000. 

Another  figure  reported  that 
about  20  in  every  1,000  mental 
hospital  patients  in  Russia  are 
treated  for  alcoholism  today, 
whereas  in  Czarist  days  this  figure 
was  333  per  1,000  mental  patients. 

How  many  of  today’s  alcoholics 
in  Russia  are  women The  answer: 
'Tew  Soviet  women  drink”.  (The 
Carters  explain  that  they  did  see 
women  drinking  — in  public  res- 
taurants, at  banquets  and  cocktail 
parties,  in  private  homes,  in  cities, 
towns  and  out  on  the  farms;  but  in 
nearly  every  case  the  women  drank 
wine.  A few  had  beer;  but  they 
saw  none  drinking  vodka  or  cog- 
nac.) 

A Social  Disease 

On  the  causes  of  alcoholism.  Dr. 
Partnov  is  quoted  as  follows:  "No, 
we  simply  do  not  accept  the  many 
psychological  and  other  theories 
about  alcoholism  advanced  by  some 
experts  in  western  countries.  We 
do  not  believe  that  alcoholism  is 
caused  by  some  psychological  or 
physiological,  or  hereditary  factor. 
It  is  caused  by  social  factors.  Alco- 
holism is  a social  disease.” 

Individual  alcoholics  do  receive 
treatment  in  Russia.  Medical  science 
has  always  treated  individual  pa- 
tients suffering  from  social  diseases 
— ^tuberculosis  and  venereal  disease. 
But  on  the  preventive  level  the 
Soviet  attacks  the  social  factors. 


"As  socialism  began  to  develop 
in  the  USSR,  as  we  did  away  for- 
ever with  the  fear  of  unemploy- 
ment, as  we  gradually  improved  the 
conditions  of  labor  and  raised  the 
level  of  social  security — and,  equal- 
ly important,  as  socialism  began  to 
impart  to  the  people  a sense  of 
social  responsibility  — then  alco- 
holism started  to  decline,”  Dr. 
Partnov  said.  "We  still  have  not 
eliminated  alcoholism.  We  still 
have  far  too  much  heavy  drinking. 
But  we  have  reason  to  think  that 
our  approach  is  the  correct  one, 
because  it  is  working.  Make  any 
investigations  you  wish  and  you  will 
see  that  the  number  of  alcoholics 
in  our  country  is  incomparably  less 
than  in  western  countries.” 

Identifying  Signs 

Here  are  the  signs  by  which 
Soviet  medical  experts  identify  the 
alcoholic: 

1)  An  alcoholic  wants  a drink 
as  soon  as  he  wakes  up,  the 
morning  after  a heavy  drink- 
ing bout. 

2)  This  craving  is  not  just  a 
need  that  exists  in  his  mind. 

3)  The  true  alcoholic  on  the 
morning  after  is  physically 
weak  and  frequently  has  dis- 
turbance of  the  central  nerv- 
ous system  — most  obvious 
sign  is  trembling. 

4)  Immediately  the  alcoholic  , 
gets  a drink  he  feels  better. 

5)  When  the  alcoholic  is  thor- 
oughly examined  he  is  found 
to  have  definite  physical 
changes  in  the  capillaries  I 


(fine  blood  vessels),  very 
often  impaired  liver  func- 
tion, and  abnormal  heart 
function  that  is  frequently 
worsened  by  actual  heart 
damage. 

Alcohol  and  Cancer 

Soviet  scientists  also  say  that 
alcohol  can  be  a cause  of  pre-can- 
cerous  diseases  of  the  digestive  sys- 
tem, mouth,  and  larynx — and  that 
the  continued  use  of  alcohol  fre- 
quently leads  to  the  development  of 
such  cancers.  They  do  not  say  that 
alcohol  is  a general  cause  of  cancer, 
that  it  can  cause  cancer  anywhere 
in  the  body.  They  do  say  that  alco- 
hol — and  some  say  only  strong 
alcoholic  drinks,  not  beer  or  wine 
— ^will  make  the  body  tissues  it 
directly  touches  more  susceptible  to 
cancer. 

Dr.  A.  M.  Rapoport,  another 
Soviet  psychiatrist,  traced  the  de- 
velopment of  alcoholism  through 
these  stages: 

1)  People  as  a rule  drink  light- 
ly, occasionally,  to  get  a mild 
stimulation  (a  real  physio- 
logical stimulation,  an  excita- 
tion process  in  the  cortex  of 
the  brain,  not  just  a mental 
sense  of  stimulation).  They 
enjoy  a mood  of  pleasant  re- 
laxation, and  this  is  harmless. 

2)  But  some  people  have  central 
nervous  systems  that  are 
weaker  than  average;  and 
even  strong  nervous  systems 
are  sometimes  weakened  by 
illness,  heavy  work,  or  other 
causes  of  strain. 


3)  Such  people,  under  definite 
conditions,  are  liable  to  de- 
velop a narcotic  addiction  to 
alcohol. 

4)  First  their  nervous  system 
(including  the  brain),  and 
then  all  organs  of  the  body, 
gradually  become  addicted 
to  regular  and  increasing 
amounts  of  alcohol. 

5)  When  such  a person  must 
have  alcohol  in  order  to 
sleep,  eat,  digest  food — and 
even  to  work  and  go  about 
daily  life — then  you  have  an 
alcoholic,  a person  suffering 
from  a real  physical  disease 
of  the  brain,  the  nervous 
system  and  the  entire  or- 
ganism. 

That  is  what  Soviet  specialists 
mean  when  they  say:  ” Alcoholism 
is  caused  by  drinking  strong  alco- 
holic drinks.  Alcoholism  never  ap- 
pears suddenly,  it  takes  a long 
time  to  develop.  Alcohol,  in 
strong  doses,  acting  for  a long 
time  on  the  human  organism,  is 
the  one  and  only  cause  of  the  dis- 
ease called  alcoholism.” 

Mental  Defectives 

It  is  the  reported  view  of  four 
Soviet  specialists  — Drs.  I.  K. 
Yanushevsky,  Sikorsky,  Ribakov, 
and  Bekhterev — that  certain  types 
of  defective,  mentally  retarded 
children  are  the  result  of  the  alco- 
holic intoxication  of  their  par- 
ents at  the  time  of  conception. 
They  reason  that  alcoholic  intoxi- 
cation has  a negative  effect  on 
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every  tissue  and  every  cell  in  the 
human  body.  The  sperm  and 
ovum  cells,  being  extremely  com- 
plex and  fragile,  are  also  weak- 
ened by  alcohol,  just  as  are  the 
brain,  muscle,  and  nerve  cells. 
Therefore,  because  the  future 
child’s  brain  and  nervous  system 
develop  from  the  exceedingly 
complex  structure  in  the  sperm 
and  ovum,  any  factor  that  harms 
the  sperm  and  ovum  may  produce 
defects  in  the  child. 

Marriage  Difficulties 

Dr.  Yanushevsky  also  com- 
mented on  the  relationship  be- 
tween sexual  problems  and  heavy 
drinking  in  many  marriages.  He 
said  heightened  sexual  excitability 
after  drinking  is  reported  by 
physiologists  — a purely  physio- 
logical excitability,  not  psycho- 
logical. This  effect,  however,  is 
only  temporary  and  is  rapidly  re- 
versed, so  that  sexual  capabilities 
in  a drunken  male  or  female  are 
actually  lowered.  Thus  alcohol  is 
seen  as  the  cause  of  sexual  prob- 
lems in  marriage. 

In  the  Soviet  Union  they  do 
not  rely  on  psychotherapy  as  it 
is  understood  in  the  western 
world,  they  do  not  believe 
that  the  alcoholic  can  cure  him- 
self, they  do  not  ask  clergymen 
to  treat  alcoholics,  and  they  do 
not  have  any  organization  similar 
to  Alcoholics  Anonymous.  Rus- 
sian doctors  do  rely  heavily  on 
conditioned  reflex  treatment  in 
which  repeated  administration  of 


Russian  Clergy  Role 

On  the  question  of  the  Russian 
church’s  role  in  helping  the  alcoholic, 
Metropolitan  Nikolai  is  quoted  as  say- 
ing: '^Sometimes  we  are  able  to  help 
the  families  of*  alcoholics.  But  as  for 
the  victims  themselves,  what  could  we 
do  for  them?  Alcoholism  is  a disease, 
is  it  not?  At  least,  that  is  what  we 
generally  accept  here.  And  so  we  refer 
alcoholics  to  the  medical  profession, 
just  as  we  would  do  if  we  found  a 
parishioner  suffering  from  tubercu- 
losis.” 


the  drinker’s  favorite  beverage  is 
combined  with  a drug  that  will 
make  him  violently  ill  until  the 
brain,  nervous  system,  mouth, 
throat,  and  digestive  organs  all 
develop  a conditioned  reflex  to 
alcohol.  Finally,  nausea  is  pro- 
duced even  by  the  smell  of  the 
drink,  much  less  the  taste  of  it. 

Sleep  and  Hypnosis 

Soviet  treatment  of  alcoholism 
does  vary  in  different  localities 
and  hospitals,  and  it  may  employ 
the  *'sleep  treatment”  under  hos- 
pital control,  or  hypnotic  sugges- 
tion, and  may  include  diet  con- 
trol, physiotherapy,  and  physical 
culture.  On  the  psychological  side, 
psychoanalysis  is  never  used.  Soviet 
psychological  treatment  consists 
mainly  of  giving  the  patient  some 
knowledge  of  how  the  brain  and 
body  work,  how  “alcohol  is  the 
cause  of  alcoholism”.  Psychiatrists 
pay  a great  deal  of  attention  to 
social  factors,  seeking  to  strengthen 


the  patient’s  sense  of  responsibility 
to  socialist  society,  his  fellow-man, 
and  his  family. 

Soviet  doctors  find  the  principle 
of  Alcoholics  Anonymous  almost 
incredible — "the  blind  leading  the 
blind”.  They  believe,  instead,  in 
bringing  the  alcoholic  man  or 
woman  into  close  touch  with  peo- 
ple who  are  healthy,  physically  and 
morally,  people  who  drink  not  at 
all  or  very  little.  The  alcoholic 


gains  psychic  strength  from  such 
associations  with  "normal  people”. 
Main  factors  stressed  in  these 
friendships  are  work,  social  respon- 
sibility, physical  culture  and  sports. 

Soviet  experts  agree  that  the 
treatment  of  individual  alcoholics  is 
never  going  to  solve  the  problem 
of  alcoholism.  They  regard  it  as  a 
mass,  social  disease,  and  they  label 
it  "one  of  the  most  harmful  sur- 
vivals of  capitalism”. 


Religion  can  help  or  harm  the  alcoholic 

some  religions  provoke  a burden  of  guilt 
others  may  inspire  confidence  and  sanity 


Studies  concerning  the  charac- 
teristics of  alcoholics  have 
often  revealed  some  disturbance  in 
the  religious  sphere.  P.  M.  Ses- 
sions (Southeast  Louisiana  Hos- 
pital, Mandeville)  observes,  for 
instance,  that  "a  large  percentage 
of  alcoholics  are  religiously  rebelli- 
ous or  faithless.”  He  surmises  that 
this  may  be  a fundamental  aspect 
of  alcoholism  as  a "spiritual” 
rather  than  a physiological  dis- 
order. On  this  basis  he  has  at- 
tempted also  to  account  for  the 
frequent  failures  of  purely  medical 
therapies  in  alcoholism,  and  for  the 
comparative  success  of  treatments 
with  a spiritual  or  religious  content. 
Two  Kinds  of  Religion 
If  this  idea  should  be  correct. 
Sessions  asks,  what  may  be  the 


nature  of  underlying  spiritual  dis- 
turbance, and  how  might  its  recog- 
nition give  a clue  to  more  effective 
treatment?  The  answer  he  proposes 
lies  in  a concept  of  two  sorts  of  re- 
ligion— "ego  religion”  and  "super- 
ego religion.”  The  latter  he  pic- 
tures as  religion  in  which  tradition 
and  authority  dominate  blindly  and 
concepts  of  guilt  and  retribution 
prevail;  it  demands  an  impossible 
perfection  in  man  and  thus  evokes 
attitudes  of  self-condemnation  and 
self -punishment.  In  contrast,  ego 
religion  is  marked  by  love,  faith 
and  optimism.  To  the  extent  that 
religion  is  identified  with  the  ego, 
it  inspires  security,  confidence  and 
sanity;  to  the  degree  that  it  is 
identified  with  the  super-ego,  "it 
encourages  mental  illness  and  the 
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tyranny  of  the  super-ego/* 

Sessions  believes  that  a child- 
hood environment  which  is  domi- 
nated by  a super-ego  ideology 
provides  a fertile  soil  for  future 
alcoholism.  Rebellion  against  and 
flight  from  religion  are  then  a part 
of  the  typical  reaction,  though 
alcoholics  tend  to  retain,  uncon- 
sciously, ''the  load  of  guilt  or  the 
conviction  of  unworthiness.** 
Flexible  Therapists 
In  the  light  of  these  considera- 
tions Sessions  notes  that  the  thera- 
pists who  have  had  the  most 
success  with  alcoholics  are  not 


physicians  bearing  pure  medical 
remedies  or  clergymen  bearing  a 
formal  religious  message.  Rather, 
alcoholism  has  yielded  its  grip  on 
the  individual  most  often  when  he 
has  found  help  of  an  "essentially 
unstructured’*  spiritual  sort.  This 
might  be  in  a group  setting  or  from 
an  individual — ^whether  Alcoholics 
Anonymous,  a psychiatrist,  psy- 
chologist, or  a clergyman — ^whose 
approach  allows  the  alcoholic  to 
give  up  the  unhealthy  dominance 
of  the  super-ego  and  replace  it  with 
the  healthier  "ego-religion**  which 
he  needs. 
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Salvation  Army’s  approach  to  alcoholics 

human  companionship  may  be  more  acceptable 
than  a lot  of  prayer  says  former  alcoholic 
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AS  science  can  offer  no  per- 
manent cure  of  alcoholism 
we  must  look  to  the  realms  of  soul 
and  spirit  if  we  would  find  an 
answer,  and  immediately  we  per- 
ceive that  every  alcoholic  is  es- 
sentially a seeker.  Not  only  does 
he  seek  escape  from  present  cir- 
cumstances and  memory  of  a de- 


praved past,  but  he  seeks  with 
unrelenting  intensity  for  happi- 
ness and  peace  of  mind.  Alcohol 
brings  none  of  these  things  but 
makes  it  momentarily  easier  for 
him  to  bear  his  miseries. 

What  he  needs  is  a new  out- 
look, a change  of  heart,  a fresh 
start  in  life  and  the  certain  knowl- 


edge  that  the  past  is  all  forgiven 
and  forgotten.  In  a word,  he 
needs  to  be  reborn — but  if  you 
used  that  term  to  him  he  would 
probably  laugh  his  head  off. 

Selfish  Indulgence 

Of  necessity  the  alcoholic  has 
divorced  himself  from  God  in 
order  to  indulge  himself  selfishly, 
but  in  their  report  on  the  prob- 
lems of  alcoholism  the  World 
Health  Organization  makes  a 
statement  which  proves  that  God 
is  no  party  to  this  divorce,  and  is 
prepared  to  the  very  end  to 
stretch  out  a helping  hand.  After 
discussing  the  alcoholic’s  attempts 
at  rationalization  of  his  drinking 
habits  by  excuses  of  ill  health, 
family  strife,  loneliness,  etc.,  the 
report  continues: — ”In  many  ad- 
dicts, approximately  60%,  some 
vague  religious  desires  develop  as 
the  rationalizations  become  weak- 
er.” 

From  this  it  is  safe  to  assume 
that  deep  in  the  heart  of  the  aver- 
age alcoholic  is  the  knowledge 
that  the  answer  to  his  problem  is 
a spiritual  one  but  he  finds  it  ex- 
tremely hard  to  face  this  solution. 
His  sense  of  logic  tells  him  that 
the  idea  is  impossible,  especially 
if  he  has  already  tried  every  scien- 
tific remedy  without  success.  His 
sense  of  justice  tells  him  it  would 
not  be  fair  to  call  on  a deity 
whose  existence  he  has  denied 
for  years,  or  whose  control  he 
has  refused  to  accept.  One  part 
of  him  longs  to  believe — the  other 
part  scorns  the  very  idea. 


He  is  a man  at  war  with  him- 
self; unlovable,  he  longs  to  be 
loved;  untrustworthy,  he  longs  to 
be  trusted.  He  will  look  you  in 
the  eye  and  swear  he  has  not 
touched  a drop,  though  his  breath 
smells  like  a brewery;  he  will 
kneel  in  tears  to  pray  with  you 
and  ask  God’s  help,  only  to  go 
straight  out  and  buy  another 
bottle  of  spirits.  His  promises  are 
like  piecrust,  he  will  lie  till  he  is 
blue  in  the  face,  and  steal  if 
necessary  to  ensure  a lasting  sup- 
ply of  liquor — but  all  these  are 
only  symptoms  of  the  real  dis- 
ease from  which  he  suffers.  Given 
the  ability  to  live  without  re- 
course to  the  bottle,  he  will  be- 
come the  man  he  wants  to  be — 
honest,  trustworthy,  lovable  and 
industrious,  but  his  thinking  is  in- 
side out.  He  believes  quite  sin- 
cerely that  if  people  trusted  and 
loved  him  he  could  stop  drinking, 
whereas  the  truth  is  that  abstin- 
ence must  come  first — and  all 
other  things  he  desires  will  follow 
in  its  wake. 

Greater  Power  Needed 
What  the  alcoholic  needs  is  a 
true  and  proper  understanding  of 
the  unlimited  power  of  God.  If 
a man  is  compelled  to  drink 
against  his  own  wishes  and  de- 
sires, it  is  obvious  that  drink  has 
become  stronger  than  the  man; 
only  a still  greater  power  can  help 
him,  and  countless  alcoholics  can 
vouch  for  the  fact  that  such  a 
power  is  to  be  found  in  God 
alone. 


But  it  is  not  enough  to  throw 
God  at  the  alcoholic  as  one  would 
throw  a bone  to  a dog.  He  can- 
not be  expected  in  the  early  days 
to  see  Jesus  except  insofar  as  the 
Saviour  shines  from  the  lives  of 
those  , about  him.  In  the  story 
of  every  converted  alcoholic  is  a 
man,  or  a woman,  or  a group  of 
people  whose  loving  fellowship 
and  Christian  understanding  held 
fast  when  other  folk  turned  away 
in  disgust  and  disappointment. 

William  Booth — whose  under- 
standing of  alcoholism  was  half 
a century  ahead  of  his  generation 
— once  wrote  '‘Nowhere  in  the 
field  of  Christian  endeavor  is  it  so 
necessary  to  show  one’s  unchang- 
ing love  for  the  sinner  as  in  deal- 
ing with  the  addictive  drinker.” 

How  true  this  is ! It  can  be  the 
most  heart-breaking,  disappoint- 
ing, disillusioning  work  in  the 
world.  A man  will  smarten  him- 
self up,  get  a good  job,  and  begin 
to  grow  in  grace  and  understand- 
ing— only  to  crash  right  back  into 
the  pit  of  drunkenness  a short 
time  later. 

Recovery  from  Relapse 

It  is  at  times  such  as  this  that 
a man’s  eternal  life  hangs  on  a 
thread  supported  by  the  love  and 
understanding  of  those  about  him. 
Shrug  your  shoulders  in  disgust 
and  he  drops  right  back  to  the 
level  from  which  he  has  so  re- 
cently risen,  but  offer  him  a 
friendly  handshake  and  a word  of 
encouragement  and  he  will  climb 
back  and  be  stronger  still  for  the 


effort  it  has  cost. 

Remember  the  well  known 
simile  of  the  baby  that  walks  and 
falls,  and  walks  and  falls  again 
and  again  before  finally  staying 
upright,  firm  and  true.  Remember 
too,  that  for  years  the  alcoholic 
has  relied  upon  liquor  as  a sover- 
eign balm  for  all  his  troubles,  and 
we  should  marvel  at  the  length  of 
time  he  has  managed  to  keep 
sober,  rather  than  at  the  fact  that 
he  has,  momentarily,  stepped  from 
the  path.  Like  any  other  man  re- 
covering from  the  effects  of  a dis- 
ease he  is  liable  to  have  a relapse 
if  his  re-entry  into  normal  life  is 
not  made  smooth. 

After-Care 

The  addictive  drinker  is  usual- 
ly in  pretty  poor  physical  shape. 
For  some  time  alcohol  has  been 
his  staple  diet  and  although  this 
is  a "food”  it  contains  none  of 
the  vitamins  necessary  for  efficient 
functioning  of  the  body.  Pain  is 
the  constant  companion  of  the 
alcoholic  and  every  bout  is  fol- 
lowed by  nausea,  vomiting,  sleep- 
lessness, cramps,  loss  of  muscular 
control,  and  a host  of  minor  phy- 
sical ailments.  In  more  advanced 
cases  there  may  be  a real  danger 
of  delirium  tremens  (D.T.’s)  if 
alcohol  is  cut  off  suddenly — and 
drinkers  of  non-orthodox  spirits 
such  as  methylated  or  surgical 
spirit  usually  require  medical  at- 
tention. In  addition,  it  must  be 
kept  in  mind  that  the  alcoholic 
attributes  all  pain  to  his  excessive 
drinking  and  this,  together  with 


the  anaesthetizing  qualities  of 
alcohol,  may  blind  him  to  some 
deep  rooted  physical  complaint 
such  as  tuberculosis,  etc. 

A physical  check-up  is  always 
advisable,  many  medical  men  who 
have  studied  this  problem  advise 
glucose  and  vitamin  B2  for  the 
alcoholic  who  has  stopped  drink- 
ing and  wishes  to  regain  full 
physical  health,  and  for  a little 
while  a sedative  may  be  necessary, 
as  the  alcoholic  has  probably  been 
accustomed  to  drinking  himself 
to  sleep  for  many  nights  in  the 
past.  Nevertheless,  one  should 
beware  of  drugs,  particularly  of 
the  barbiturate  group,  as  it  is 
possible  to  find  these  as  neces- 
sary to  life  as  was  alcohol  in  the 
past — and  it  is  unfortunately  true 
that  many  a man  who  boasts  of 
his  freedom  from  drink  is  now 
almost  equally  reliant  upon  bar- 
biturates in  his  present  way  of 
life. 

With  God^s  Help 

It  is  safe  to  say  that  in  the  vast 
majority  of  cases  God  is  as 
prompt  in  dispelling  the  bodily 
ills  of  the  alcoholic  as  in  remov- 
ing his  desire  for  drink.  The 
power  of  God  brings  that  peace 
of  mind  and  heart  which  is  far 
more  soothing  than  the  most  po- 
tent dug.  Though  warned  of  the 
dangers  of  too  sudden  a with- 
drawal of  alcohol,  the  writer  is 
able  to  affirm  that  although  his 
consumption  dropped  overnight 
from  upwards  of  a bottle  a day  to 
nothing  at  all,  he  suffered  no  ill 


effect;  indeed,  he  slept  peacefully 
for  the  first  time  in  years  despite 
having  been  hopelessly  drunk  18 
hours  before,  and  despite  the 
knowledge  that  he  must  face  the 
magistrate  next  niorning  to  an- 
swer his  fourteenth  charge  of 
drunkenness. 

Spiritual  Infancy 

Far  more  significant  in  the  af- 
ter-care of  the  alcoholic  is  his  deep 
spiritual  need.  For  years  his  spare 
time  has  been  absorbed  by  visits 
to  the  pub,  by  drinking,  and  by 
alcoholic  amnesia.  Now  he  is 
starting  a new  life  and  one  good 
Gospel  meal  a week  is  no  more 
able  to  satisfy  this  spiritual  infant, 
than  would  a single  weekly  feed 
satisfy  a new-born  baby.  Neither 
is  it  sufficient  to  place  the  Bible 
in  his  hands  and  leave  him  to 
feed  himself.  All  that  he  needs 
is  there  it  is  true,  but — to  con- 
tinue the  analogy  — all  that  a 
baby  needs  is  to  be  found  in  the 
bottle,  yet  he  is  incapable  of  hold- 
ing it  in  such  a way  as  to  feed 
himself  in  early  days. 

Idleness  a Threat 

The  one-time  addictive  drinker 
needs  plenty  of  friendship  and 
plenty  of  outlet  for  the  energy  once 
dissipated  in  drinking.  This  is 
especially  true  of  the  unmarried 
man  for  it  is  during  the  long  hours 
of  loneliness  and  idleness  that  the 
desire  to  lose  one’s  self  in  the  drink 
has  its  greatest  hold. 

The  married  man  should  be  en- 
couraged to  set  up  a 'family  altar* 
and  though  the  suggesting  of  pray- 


ing  with  his  wife  and  children  may 
seem  embarrassing  to  him  at  first 
it  will  often  be  found  that  such  a 
thought  is  already  in  the  mind  of 
his  wife,  though  she  may  be  too 
spiritually  shy  to  express  it. 

Ever  and  again  he  will  need 
reassurance  of  the  love  and  under- 
standing of  his  new  friends,  par- 
ticularly of  that  one  who  has 
helped  him  to  find  the  answer  to 
his  problem.  Though  it  is  the  re- 
sponsibility of  this  person  to  ensure 
that  his  alcoholic  friend  is  firmly 
grounded  on  the  Rock  of  Ages,  it 
must  be  remembered  that  for  a 
while  human  companionship  will 
be  more  tangible  than  divine  love, 
and  a little  presence  is  sometimes 
more  acceptable  than  a lot  of 
prayer. 

Never  Safe  Again 

Neither  the  alcoholic  nor  those 
who  would  help  him  should  ever 
adopt  the  attitude,  *once  saved  al- 
ways safe*.  Until  a man  dies  the 
chemical  changes  wrought  in  his 


body  by  abuse  of  alcohol  always 
remain.  He  can  never,  therefore, 
hope  to  drink  in  moderation  again 
and  if  he  is  to  be  kept  from  taking 
his  **first  drink’*  which  leads  on  to 
all  the  others  he  must  apply  him- 
self constantly  to  the  means  of 
grace  with  which  we  have  been 
provided  through  prayer  and  in  the 
reading  of  God’s  Word.  If  the 
alcoholic  is  not  growing  outwards 
he  is  in  danger  of  growing  inwards 
until  he  becomes  so  tied  up  inside 
that  he  can  see  no  way  out  but  the 
one  which  proved  so  effective  in 
the  past. 

More  often  than  not  the  alco- 
holic is  a man  or  woman  of  intelli- 
gence and  imagination  who  must 
find  an  outlet  for  whatever  talents 
he  may  possess.  Given  the  right 
lead  he  will  grow  strong,  and  he 
will  put  into  legitimate  harness  all 
the  energy  once  wasted  in  the 
search  for  liquor.  The  alcoholic 
will  often  become  an  above  average 
worker  both  in  business  and  in 
spiritual  life. 


Apolinar  Anti -Alcohol  Centre,  Prague 

treatment  aims  at  good  habits^  self-discipline^ 
dislike  of  alcohol^  broader  interest  in  people 

by  Jaroslav  Skala,  Al.D.* 

IN  Prague,  the  capital  of  Czecho-  contains  the  anti-alcohol  station, 
Slovakia,  with  a million  inhabi-  the  regional  and  the  district  anti- 
tants,  there  is  one  building  which  alcohol  clinic,  the  anti-alcohol  de- 

^'Dr»  Skala  is  cm  assistant  at  the  Psychiatric  Clinic^  Prague,  and  an  expert  adviser  to 
the  Ministry  of  Health  of  Czechoslovakia,  Readers  are  referred  to  his  first  article, 
**How  Czechoslovakia  Deals  with  Alcoholism**,  in  the  July,  issue  of  ALCOHOLISM, 
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partment  and  the  laboratory  for 
determining  the  level  of  alcohol  in 
the  blood.  All  these  are  under  the 
direction  of  one  doctor,  an  assistant 
at  the  Psychiatric  Clinic.  This  anti- 
alcohol centre,  which  is  called 
Apolinar  after  the  adjacent  church 
founded  by  Charles  IV,  is  part  of 
the  Psychiatric  Clinic  which  itself  is 
part  of  the  University  Hospital. 
Although  the  anti-alcohol  centre  is 
close  to  the  parent  clinic,  it  is  suit- 
ably isolated  and  surrounded  by  a 
large  garden. 

The  anti-alcohol  station  consists 
of  two  wards  of  10  beds  for  men, 
one  ward  of  four  beds  for  women, 
three  isolation  rooms,  an  admission 
room,  examination  room,  a room 
for  the  doctor  and  bathrooms  and 
lavatories  for  men  and  women.  The 
staff  consists  of  five  male  nurses, 
one  female  nurse  and  a social 
worker  half-time,  who  has  care  of 
the  administrative  social  and  medi- 
cal work  of  the  centre  and  written 
contact  with  the  anti-alcohol  clinics. 

16,300  Patients 

During  the  five  years  of  its 
existence  the  station  has  treated 
16,300  persons,  in  the  proportion 
of  11  men  to  one  woman.  Every 
sixteenth  patient  was  suffering 
from  a larger  or  smaller  wound: 
one  man,  in  whom  intoxication 
masked  a fracture  of  the  base  of 
the  skull,  died  at  the  station.  The 
treatment  of  the  intoxicated  per- 
sons admitted  is  basically  conserva- 
tive. Stomach  washouts  are  practi- 
cally never  used.  In  severe  intoxi- 


cation large  doses  of  vitamins  B and 
C,  glucose  and  insulin  have  proved 
of  value.  There  is  a so-called  Sun- 
day School  for  patients  treated  at 
the  station,  at  which  six  lectures  are 
given:  1)  Developmental  phase  of 
alcoholism,  2)  Metabolism  of  alco- 
hol, 3)  Alcohol,  health  and  work, 
4)  Mental  disease  caused  by  alco- 
holism, 5)  The  treatment  of  alco- 
holism, 6)  Alcoholics  and  their 
descendants.  Only  patients  treated 
at  the  station  for  the  first  time  are 
invited  to  the  lectures.  Of  these  50 
to  70  per  cent  attend  voluntarily. 
This  Sunday  School,  which  can  be 
considered  as  health  education 
*'made  to  measure”,  arose  on  the 
initiative  of  one  cured  and  already 
three  years  abstaining  patient  of 
Apolinar,  who  himself  gave  lec- 
tures in  the  course  every  Sunday  for 
two  years.  Today,  the  school  is 
conducted  only  by  doctors  from  the 
psychiatric  clinic. 

The  10  Prague  district  anti-alco- 
hol clinics  have  6,300  alcoholics  in 
evidence,  i.e.  16  per  cent  of  all 
alcoholics  in  evidence  in  Czecho- 
slovakia. The  increase  in  1954  was 
1,200  and  in  1955  it  was  1,500 
patients.  The  work  of  clinics  is 
done  by  social  health  workers  on  a 
half-time  or  full-time  basis  and  by 
psychiatrists  who  have  almost  all 
been  through  a shorter  or  longer 
course  at  the  anti-alcohol  centre. 
The  methods  of  work  of  the  clinics 
are  controlled  by  the  regional 
clinic,  staffed  by  a doctor  working 
six  hours  a week  and  a social 
worker,  working  half-time  (the 
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other  half  is  worked  at  one  of  the 
district  clinics). 

Evaluation 

At  intervals  of  six  or  eight  weeks 
all  clinics  are  visited  by  a doctor 
and  social  worker  and  their  work  is 
evaluated  at  regular  intervals  at 
meetings  of  the  clinic  staffs.  At 
these,  for  example,  the  success  of 
treatment  is  evaluated  in  patients 
taken  into  evidence  during  one 
quarter  year,  this  after  a lapse  of 
one  year.  In  1954  the  clinics  had 
25  per  cent  very  good  results,  and 
25  per  cent  unsuccessful.  The 
meetings  of  social  workers  usually 
include  a lecture  by  a doctor.  As 
far  as  cooperation  between  the  sta- 
tions and  clinics  is  concerned,  the 
clinics  get  two-thirds  of  their  new 
cases  directly  from  the  anti-alcohol 
stations.  On  the  basis  of  closer 
investigations  into  the  patient’s 
home  and  workplace,  it  has  been 
repeatedly  found  that  about  one- 
third  of  the  persons  brought  to  the 
station  were  in  a state  of  chance 
intoxication.  However,  in  at  least 
two-thirds  it  was  a case  of  sys- 
tematic abuse  if  not  actually  de- 
veloped alcoholism.  Treatment  at 
the  clinics  includes  in  the  first  place 
psychotherapy  and  disulfiram  (20 
per  cent).  All  patients  sent  by  the 
clinics  for  in-patient  treatment  are 
admitted  to  the  anti-alcohol  centre 
where  it  is  decided  which  institu- 
tion will  be  the  most  suitable  for 
them. 

Anti- Alcohol  Department 

The  anti-alcohol  department  is 
situated  in  part  of  the  ground  floor 


and  on  the  second  and  third  floors 
and  consists  of  five  wards  of  eight 
beds  each  for  men  and  one  ward  of 
three  beds  for  women.  These  43 
beds  have  an  annual  capacity  of 
about  250  patients,  who  are  drawn 
not  only  from  Prague,  but  from  the 
entire  republic  and  who  are  mostly 
voluntary.  The  duration  of  treat- 
ment is  three  to  four  months  for 
patients  up  to  the  age  of  30  and 
two  to  three  months  for  patients 
over  this  age.  The  staff  of  the 
department  consists  of  two  doctors, 
one  psychologist,  one  and  one-half 
social  workers  and  five  male  nurses. 
Treatment  is  comprehensive  and  is 
based  on  a treatment  regime  which 
has  been  developed  on  the  basis  of 
the  eight  years’  experience.  The 
aim  of  this  regime  is  to  systematize 
the  various  forms  of  treatment  into 
a single  whole,  consisting,  in  the 
first  place  in  the  isolation  of  the 
patient  from  alcohol  and  his  direc- 
tion and  activization  under  continu- 
ous control.  It  provides  for 
physical  and  mental  rehabilitation, 
to  teach  him  a correct  regime  of 
living  and  good  habits.  It  aims  at 
producing  a dislike  for  alcohol  by 
active  therapeutic  methods  and  is 
designed  to  utilize  the  patient’s 
talents  and  work  through  the  pa- 
tient’s self-government  organization 
and  occupational  therapy.  It  is 
concerned  to  attract  the  attention  of 
the  patient  from  his  own  narrow, 
individual  interests  to  the  interests 
of  a small  community  (room  mates, 
family),  a larger  community  (all 
patients  in  the  department,  people 


in  the  workplace)  and  the  whole 
community  (society). 

Program  Proportions 

The  program  is  made  up  as  fol- 
lows: five  per  cent  admission  and 
examination  and  investigation  of 
the  patient,  nine  per  cent  medicinal 
treatment,  16  per  cent  psycho- 
therapy, 10  per  cent  duties  in  the 
anti-alcohol  station,  five  per  cent 
culture  therapy,  four  per  cent 
physical  education,  nine  per  cent 
patient’s  self-government,  12  per 
cent  maintenance  of  the  cleanliness 
of  the  entire  department  and  30 
per  cent  occupational  therapy,  i.e. 
actual  treatment  40  per  cent,  re-edu- 
cation 30  per  cent  and  occupational 
therapy  30  per  cent  of  the  total 
program  of  about  50  hours  per 
week.  After  the  first  four  weeks 
in-patients  are  able  to  obtain  passes 
out,  which  are  always  valid  for  a 
complete  Saturday  and  Sunday. 
These  leaves  are  destined  to  show 
that  the  patient  is  able  to  remain 
abstinent  even  outside  the  walls  of 
Apolinar.  Only  those  patients  have 
the  right  to  passes  who  have  ful- 
filled a series  of  exacting  condi- 
tions and  therefore  really  deserve 
them. 

2,500  Patients 

More  than  2,500  patients  have 
been  treated  in  the  department  in 
the  course  of  eight  years.  Treat- 
ment with  emetin  and  apomor- 
phine  was  instituted  from  the  be- 
ginning. Personal  experience  in 
the  use  of  these  drugs  has  led 
the  author  to  make  the  following 
changes  and  to  take  the  follow- 


ing measure  in  treatment: 

1.  We  do  not  give  emetin  per 
os  regularly  because  in  this  way 
the  aversion  to  alcohol  is  compli- 
cated by  the  aversion  to  emetin 
solution. 

2.  The  order  of  the  drinks  must 
be  such  that  weaker  and  less  in- 
tensely odored  drinks  are  given 
before  those  which  are  more  con- 
centrated and  have  a stronger 
taste. 

3.  In  the  first  sessions  varying 
types  of  alcoholic  drinks  are  giv- 
en, later,  however,  concentration 
is  placed  on  those  that  the  patient 
likes  best  and  those  to  which  it  is 
most  difficult  to  forrn  an  aversion 
(beer). 

4.  We  hold  about  20  sessions, 
combining  emetin  with  apomor- 
phine  so  that  the  total  dose  of 
emetin  does  not  exceed  1000-1200 
mg. 

5.  Habit-breaking  treatment  is 
carried  out  with  groups  of  six  to 
eight  patients,  in  most  cases  twice 
daily.  Between  the  individual 
sessions  the  patients  are  not  al- 
lowed out  of  the  place  of  treat- 
ment. 

6.  Habit-breaking  treatment  is 
undertaken  by  the  doctor  as  a 
matter  of  principle.  The  first  re- 
petition of  this  treatment  is  given 
at  the  end  of  the  two-month  in- 
patient period,  a further  three 
courses  are  given  during  the  first 
year  after  the  end  of  in-patient 
treatment.  In  patients  who  ab- 
stain, further  courses  are  not  giv- 
en; they  are,  however,  readmitted 
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on  two  occasions  for  periods  of 
five  to  10  days. 

7.  We  found  that  if  the  patient 
merely  holds  the  alcohol  in  his 
mouth  and  then  spits  it  out,  this 
has  the  same  effect  as  the  drink- 
ing of  alcohol.  The  patient  takes 
a mouthful,  bends  his  head,  re- 
mains thus  two  or  three  seconds 
and  then  spits  the  alcohol  back 
into  the  basin.  With  this  modi- 
fication in  technique  there  is  no 
risk  of  intoxication  or  the  ac- 
cumulation of  emetin  treatment 
with  the  Antabuse  reaction. 

8.  The  course  of  each  session 
is  recorded  and  the  result  evalu- 
ated by  a mark.  The  effect  of  the 
whole  of  the  treatment  is  plotted 
on  a graph.  Its  course  is  then  the 
basis  for  possible  further  differ- 
entiation in  the  treatment  of  indi- 
vidual patients. 

When  giving  disulfiram,  the 
Czechoslovak  preparation  Spot- 
ethyl  is  used.  Our  experience 
with  this  and  indications,  contra- 
indications and  complications  are, 
in  general,  in  accordance  with 
those  described  elsewhere.  One  of 
our  patients  took  80  Stopethyl 
tablets  with  suicidal  intent  and 
then  got  drunk.  This  attempt 
ended  favorably  with  only  tem- 
porary intestinal  and  skin  compli- 
cations. 

Results  Found 

Special  investigations  carried 
out  in  cooperation  with  the  ap- 
propriate specialists  from  other 
clinics  gave  the  following  results: 

1.  Out  of  100  alcoholics,  in  no 


case  were  changes  found  which 
were  characteristic  for  ethyl  alco- 
hol toxic  amblyopia. 

2.  X-ray  examinations  of  the 
alimentary  tract  gave  normal 
findings  in  only  21.6  per  cent.  In 
27.5  per  cent  there  was  evidence 
of  mild  gastritis  and  in  41.5  per 
cent  of  severe  or  more  definite 
gastritis:  peptic  ulceration  or  con- 
ditions following  resection  of  the 
stomach  were  found  in  3.22  per 
cent;  elongation  and  hypotonia  of 
the  stomach  were  present  in  3.22 
per  cent,  deformity,  of  the  bulb 
without  an  ulcer  crater  in  2.14 
per  cent,  ulcer  bulbi  duodeni  in 
1.25  per  cent. 

3.  Psychoses  were  present  in 
about  one  per  cent  of  2,500  pa- 
tients. Surprisingly  high  were  the 
figures  for  suicide  in  patients  who 
had  undergone  treatment  without 
success.  According  to  these  fig- 
ures the  incidence  for  alcoholics 
is  no  less  than  10  times  that  for 
the  general  population. 

Group  Therapy 

Collective  psychotherapy  is  car- 
ried out  very  intensively  in  the 
in-patient  department.  Most  effec- 
tive are  regular  Friday  discussions 
between  the  doctor,  patients  who 
are  undergoing  treatment  and  pa- 
tients who  have  been  discharged. 
Attendance  at  these  discussions  is 
compulsory  for  all  in-patients  for 
. the  period  of  one  year  after  dis- 
charge, in  the  same  way  as  the 
three  courses  of  emetin  or  apo- 
morphine  and  the  taking  of  Stop- 
ethyl  tablets  for  one  year  in  doses 


of  one  or  two  tablets  twice 
weekly. 

For  the  last  six  years  the  de- 
partment has  published  a psycho- 
therapeutic guide  of  200  pages  per 
year,  for  patients  living  outside 
Prague.  The  financial  outlay  for 
this  periodical  is  completely  cov- 
ered by  subscriptions  from  the 
patients. 

Many  Improved 

The  results  of  in-patient  treat- 


ment in  the  first  1,000  patients 
were  25  per  cent  abstinence  after 
the  lapse  of  one  year.  On  the 
basis  of  experience,  better  selec- 
tion, continuous  modification  of 
the  treatment  regime  and  a close 
follow-up,  a higher  abstinence 
figure  after  one  year,  of  up  to  40 
per  cent,  has  recently  been  ob- 
tained, and  at  the  same  time,  the 
number  of  patients  not  improved 
fell  to  under  20  per  cent. 


Films  About  Alcoholism 

The  following  films  are  available  on  loan  to  responsible  groups 

from  the  Education  Department,  Alcoholism  Research  Founda- 
tion, 9 Bedford  Road,  Toronto  5. 

All  are  16  mm.  sound  prints.  There  is  no  charge  except  return 

postage. 

ALCOHOLISM,  a 22-minute  story  depicting  Ed.  Grimer’s  case 
and  his  recovery. 

EYEWITNESS — ALCOHOLISM,  a seven-minute  account  of 
what  happened  when  Jim  Bennett’s  boss  sent  him  to  Brook- 
side  Clinic,  Toronto. 

LORETTA  YOUNG  TV  SHOW  — ALCOHOLISM,  a 29-min- 
ute drama  involving  an  alcoholic  engineer  and  his  personnel 
manager. 

ON  THE  SPOT  — ALCOHOLISM,  a 29-minute  discussion  fea- 
turing Canadian  authorities  and  including  some  dramatic 
sequences. 

TO  YOUR  HEALTH,  a 10-minute  technicolor  animated  cartoon 
produced  by  the  World  Health  Organization  and  super- 
vised by  Dr.  E.  M.  Jellinek.  The  most  striking  film  yet 
made  about  alcoholism. 

WHAT  ABOUT  DRINKING  and  WHAT  ABOUT  ALCO- 
HOLISM two  10-minute  films  designed  to  stimulate  dis- 
cussion among  high  school  students.  Supervised  by  Raymond 
McCarthy  of  Yale. 


“Men  in  black  and  men  in  white” 

An  increasing  number  of  physicians  are  recognizing  the 
medicinal  value  of  hope,  faith,  and  a purpose  in  life, 
according  to  a recent  article  in  the  Journal  of  the  American 
Medical  Association.  The  once  popular  stereotype  of  the  ''god- 
less doctor”  is  giving  place  to  a "unified  field  theory”,  and  the 
"men  in  white”  and  "men  in  black”  are  calling  on  each  other’s 
resources  and  cooperating  with  increasing  frequency. 

Statements  like  this,  of  Dr.  David  Brown  of  Chicago,  are  not 
uncommon:  "Actually,  we  never  were  sure  throughout  the  opera- 
tion that  we  were  completely  alone  in  this  thing.  We  knew  we 
were  getting  some  guidance.” 

Eleven  years  ago,  the  recognition  of  religion  at  New  York’s 
Bellevue  Hospital  was  considered  unique  because  all  patients 
had  to  be  seen  by  a minister.  Today  the  uniqueness  has  become 
an  "almost  matter-of-fact  routine”,  the  article  reports.  Of  the 
7,000  hospitals  in  the  U.S.,  1,100  have  some  religious  affiliation, 
and  most  of  the  rest  have  available  the  services  of  ministers  of 
the  three  major  faiths.  At  least  35  hospitals  (more  than  half  of 
them  mental  hospitals)  have  clergymen  and  seminary  students 
receiving  pastoral  training  in  actual  contact  with  patients. 

Most  clergymen  offer  only  moral  and  religious  advice,  re- 
ferring recognizable  psychiatric  cases  to  physicians.  This  has 
evolved  into  a special  service  at  Marble  Collegiate  Church,  New 
York  City,  where  a full-time  staff  of  psychiatrists,  psychologists, 
and  ministers  offers  a team  approach  to  all  who  seek  help. 

Members  of  both  groups  try  not  to  infringe  on  each  other’s 
sphere  of  competence,  but  sometimes  their  points  of  view  over- 
lap to  such  an  extent  that  it  is  hard  to  tell  whether  it  is  a doctor 
or  a clergyman  who  is  speaking.  For  example: 

— Dr.  Claude  E.  Forkner,  professor  of  clinical  medicine  at 
Cornell  University  Medical  College,  said:  "Very  often  we  do  not 
know  what  it  is  that  brings  about  the  recovery  of  the  patient.  I 
am  sure  that  often  it  is  faith  which  is  the  most  important  factor.” 

— Rabbi  Fred  Hollander,  chaplain  at  Mount  Sinai  Hospital, 
New  York  City,  said:  "The  presence  of  a clergyman  in  the  sick 
room  can  sometimes  produce  a feeling  of  apprehension  or  even 
antagonism  in  the  patient.” 

Studies  to  correlate  more  fully  the  unified  healing  of  the 
total  individual — body,  mind,  and  spirit — are  now  under  way. 


[16] 


The  Alcoholism  Research  Foundation  was  established  in  1949 
by  an  act  of  the  Ontario  Legislature.  It  is  financed  largely 
by  an  annual  government  grant.  The  Foundation  is  em- 
powered to  (a)  conduct  and  promote  research  in  alcoholism; 
end  (b)  conduct,  direct  and  promote  progroms  for  (i)  the 
treatment  of  alcoholics,  (ii)  the  rehabilitation  of  alcoholics, 
(iii)  experimentation  in  methods  of  treating  and  rehabilitating 
alcoholics,  ond  (iv)  dissemination  of  informotion  respecting 
the  recognition,  prevention,  and  treatment  of  alcoholism. 
Treatment  through  the  Foundation  is  available  to  ony  resident 
of  Ontario  who  has  a problem  with  alcohol  ond  an  honest 
desire  for  help  in  solving  it. 
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William  Trimble 


Medicol  Advisory  Boord 

J.  K.  W.  Ferguson,  M.B.E.,  M.D. 

Chairman 


R.  Gordon  Bell,  M.D. 
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W.  Hurst  Brown,  D.M.  (Oxon) 
J.  P.  S.  Cathcart,  M.D. 


G.  H.  Ettinger,  M.B.E.,  M.D. 
R.  E.  Hoist,  M.D.,  Ph.D. 

G.  E.  Hobbs,  M.D.,  M.P.H. 
A.  B.  Stokes,  C.B.E.,  B.M. 


H.  Dovid  Archibald,  M.S.W.,  Executive  Director 
John  D.  Armstrong,  M.D.,  Medical  Director 
Robert  R.  Robinson,  Director  of  Educotion 
John  R.  Seeley,  M.A.,  Director  of  Reseorch 
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